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With Nitranitol rypertensives can return 
_to.a more normal life... sooner 


Because of its direct action on 
the arterioles, Nitranitol pro- 
vides Sare, GRADUAL, PrRo- 
LONGED vasodilation, in 5 dosage 
forms. 
Nitranitol 
Mannitol hexanitrate 32 mg. 
Vasodilation plus sedation: 
Nitranitol 
with Phenobarbital 
Mannitol hexanitrate 32 mg. 
Phenobarbital 
Protection in capillary fragility: 
Nitranitol 
with Phenobarbital 
and Rutin* 
with Rutin 
When threat of cardiac failure exists: 
Nitranitol 
with Phenobarbital 
and Theophylline* 
with Theophylline. .100 mg. 
For refractory cases of hypertension: 
Nitranitol P. V.* 
with Alkavervir £ 
(A special alkaloidal fraction 
of Veratrum viride, biologi- 
cally standardized for hypo- 
tensive activity.) 
*Each contains Nitranitol 32 mg. 
and Phenobarbital 16 mg. 
Restricted activity and frequent laboratory checkups are DOSAGE: In blood pressures 
f h ‘ Y over 200 systolic, 2 tablets 4 
olten a concern to the patient. ou Can return Many times daily. In other cases, 1 
hypertensives to a more normal life with Nitranitol. Because or 2 tablets every 4 to 6 hours. 
of its low toxicity, blood pressure is safely lowered—side — nea Potro 
effects are the exception rather than the expected. portant in hypertensive medication. 
Nitranitol acts directly on the arterioles to produce gradual 
vasodilation. Jt maintains lowered pressures for 


prolonged periods. 


Why not start your hypertensive patients on Nitranitol—the = — 


universally prescribed drug for essential hypertension? 


Nitranitol 


MERRELL’S SAFE, GRADUAL, PROLONGED-ACTING VASODILATOR CINCINNATI 
New York St. Thomas, Ontario 


This chart shows the blood pressure response you 
can produce for your hypertensive patients. 


The Wm. S. Merrell Company .. . Pioneer in Medicine for 125 Years. 
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Rational Therapy in 
Biliary Stasis and Biliary 
Dyskinesia with Ketochol® 


Ketochol contains all four 
unconjugated bile acids—not salts 


An inadequate flow of bile' into the intestine, 
caused by such conditions as severe liver dis- 
ease, biliary fistulas, biliary obstruction and 
congenital atresia of the bile ducts, will eventu- 
ally produce severe nutritional and digestive 
disturbances, anemia and a tendency toward 
abnormal bleeding. 

Ketochol stimulates the flow of thin bile to 
“flush” the biliary passages. Ketochol relieves 
nausea, vomiting, pain and other symptoms of 
chronic inflammation of the gallbladder by its 
hydrocholeretic action. 

Ketochol is well tolerated. The average dose 
is one tablet three times a day with meals, to- 
gether with a suitable diet. 

Ketochol is available in tablet form, 250 mg. 
(334 grains) of ketocholanic acids per tablet. 


Adjunctive Antispasmodic-Sedative Therapy 


Pavatrine® with Phenobarbital for selective con- 
trol of smooth muscle spasm and for mild seda- 
tion of the nervous, tense patient is an excellent 
adjuvant in the management of biliary dis- 
orders. The average dose is one or two tablets 
three or four times daily, as needed. 

Pavatrine with Phenobarbital contains 125 mg. 
(2 grains) of Pavatrine and 15 mg. (% grain) of 
phenobarbital per tablet. 


1. Irvin, J. L.: The Secretion and Enterohepatic Circulation of 
Bile Acids: Replacement of Bile Acids in Biliary Insufficiency, 
North Carolina M. J. 13:206 (April) 1952. 
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“Spectacular results 


IN 
Laryngitis 
Laryngotracheobronchitis 
Bronchopneumonia 
Atelectasis 
Bronchiectasis 

Bronchial Asthma 


Tuberculosis 


Life Saving in 
Neonatal Asphyxia 


Write for informative literature. 


NONTOXIC MUCOLYTIC DETERGENT 


Alevaire is administered as a fine mist by aerosol] 
nebulization utilizing a suitable supply 
of oxygen or compressed air. 


“New and uniquely effective method of liquefying respiratory secretions.” 


Supplied in bottles of 500 ce. 


WINTHROP-STEARNS INC. 


Alevaire, trademark NEW YORK 18, N. Y. * WINDSOR, ONT. 
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@ The American Academy of General Practice is 
a national association of physicians engaged in 
the general practice of medicine and surgery. 
It is dedicated to the belief that general practice 
is the keystone of American medicine, and to the 
conviction that continuing study is the basis of 
sound general practice. It is the role of GP, 
official publication of the Academy, to provide 
constantly the best postgraduate literature in all 
phases of general practice in its scientific section. 
In other regular departments it carries articles 
and official reports pertinent to the work of the 
Academy's fifteen standing committees. 
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General Practice. Materials for Publication should be ad- 
dressed to the Editorial and Business Offices: Broadway at 
Thirty-fourth St., Kansas City 11, Missouri. Publication Office 
(printer): 350 East 22nd Street, Chicago 16, Illinois. * One 
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the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
IMlinois, © Printed in U.S.A. by R.R. Donnelley & Sons Company 
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Sustained and uniform 
effect of Obocell 


HELPS KEEP THE PATIENT 
ON A DIET LONGER... 


Obocell controls the two causes responsible for over- 
eating— bulk hunger and appetite. 


Obocell provides a rapid initial release of d-Ampheta- 
mine to control appetite at meals, plus a prolonged 
action for the period between meals. 


Nicel*, a new high viscosity methylcellulose in Obocell, 

provides non-nutritive bulk residue to dispel the gnaw- 
Each OBOCELL tablet contains: ing sense of emptiness that impels the obese patient 
Dextro-Amphetamine Phosphate 5 mg. to violate his diet. Nicel, moreover, is responsible for 
the sustained and uniform effect obtained with Obocell, 
Dosage: 3 to 6 tablets daily with a full and prevents overstimulation and impairment of sleep 
glass of water, one hour before meals. as a result of the uniform absorption of d-Amphetamine. 


Supplied: Bottles of 100, 500, 1000 tab- With Obocell it is thus easy to attain and maintain 


lets. patient co-operation during the trying period of 
*Irwin-Neisler's Brand of High Viscosity Methylcellulose. weight reduction. 


DOUBLES THE POWER TO RESIST FOOD 
At Meals and Between Meals 


IRWIN, NEISLER & COMPANY e DECATUR, ILLINOIS 


Kesearch le Sewe Yows Fraciice 
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staphylococcus, 
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specially coated tablets. 
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CHRONIC ASTHMATIC... 


Normal Activity restored and maintained 
by quick-acting bronchodilating powder 


WuEen the bronchospasm impends, the patient simply 
takes three or four oral inhalations of this quick-acting 
bronchodilating powder—and the attack usually 
subsides at once. The bronchodilator, NORISODRINE 
Sulfate Powder, is inhaled from a multi-dose sifter 
cartridge inserted in the AEROHALOR. 

NORISODRINE is effective against both mild and 
severe asthma.'-* Similar in action to epinephrine, 
but more effective. Toxicity relatively low. Side effects 
few and usually mild. Before prescribing this drug, 


please write for literature. Abbott 
Laboratories, North Chicago, Illinois. CLoGott 


Norisodrine 


Sulfate Powder 


(ISOPROPYLARTERENOL SULFATE, ABBOTT) 


1. Kaufman and Farmer (1951), Ann. Allergy, 9:89, January-February 
2. Swartz (1950), Ann. Allergy, 8:488, July-August 
3. Krasno et al. (1949), J. Allergy, 20:111, March 
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MEMO FROM THE 


MANAGING PUBLISHER 


Last year, when GP was only two years old, it won two 
awards of excellence in competition with perhaps a thou- 
sand magazines of all types published in the U.S. 

One award was granted by the American Institute of 
Graphic Arts for “the most original and significant achieve- 
ment” in the categories of illustration and photography, 
typography, and printing craftsmanship. In the A.1.G.A.’s 
Magazine Show, GP found itself in a company of outstand- 
ing magazines of America which were placed on display in 
many U.S. cities as a traveling exhibit. 

GP received a second award at about the same time from 
the magazine Industrial Marketing. This publication stages 
an annual “Editorial Achievement Competition” and we 
came off with a certificate for “best graphic presentation” 
among class, institutional, and professional papers. We 
were so excited when this second one arrived, discussing it 
among ourselves, hanging it on the wall and admiring it, 
that we failed to tell our readers very much about it. 

Results have now been announced of Industrial Market- 
ing’s 1953 competition and GP has again fared very well. 
One certificate was received for the “best series of articles,” 
this being the Practical Therapeutics series contributed by 
the Georgetown University Medical school. Another certifi- 
cate was received for the “best single article,” though the 
one chosen was not designated. 

Mr. Merle Kingman, managing editor of Jndustrial Mar- 
keting, has given us some information for our readers about 
this contest which has now been held every year for fifteen 
years. 

The number of entries, he states, is well over 500. The 
purpose of the competition, he says, “is to give recognition 
to outstanding editorial jourralism in publications of this 
type.” 

The entries are judged for this factor alone and the 
physical appearance of the entry is not considered. Judges 
of the competition include top agency men, advertising 
managers, plant engineers, designers, and sales managers. 

We hope, of course, that our head size won’t grow larger 
than it already is now that we’ve been handed this tangible 
assurance that our product is pleasingly packaged and that 
its substance rates well in edibility and nutritiousness. 

We don’t want our readers to have to remind us, as read- 
ers have a habit of reminding magazines when they discon- 
tinue reading them, that to stand still is to go backwards. 
We’ve always been aware of that. 

Well, we’re grateful, as awards such as these, we think, 
afford an extra incentive to the people who produce GP. 
They are a bonus which will enhearten all of us to strive to 
make each new issue of GP better than the last. 

— M.F.C. 
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Patients who are suffering from colds or grippe want—more than anything else— 
to “feel better’. A superior method of helping them is to prescribe S.K.F.’s 
‘Edrisal with Codeine’. 


‘Edrisal with Codeine’ contains Benzedrine* Sulfate (racemic amphetamine sulfate, 
S.K.F.) to overcome the depression that accompanies and magnifies the patient’s 
discomfort. The ‘Benzedrine’ component also averts the undesirable depressant 
effect that ordinarily accompanies the use of codeine, and produces, instead, a 
sense of well-being and increased energy. 


in prescribing, be sure to specify 


‘EDRISAL! with CODEINE ‘A gr. 


or 


‘EDRISAL with CODEINE Ye gr.’ 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for racemic amphetamine sulfate, S.K.F. 
tT.M. Reg. U.S. Pat. Off. 


Each tablet contains ‘Benzedrine’ Sulfate (racemic amphetamine sulfate, S.K.F.) 2.5 mg; 
acetylsalicylic acid, 214 gr.; phenacetin, 214 gr.; and codeine sulfate, 44 gr. or % gr. 
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Secretary's Newsletter 


OCTOBER 1953 SIGNIFICANT 


Cleveland Assembly > Sir Alexander Fleming, famed discoverer of penicillin, 
Program Announced heads the parade of distinguished medical teachers who will 
address the Sixth Annual Scientific Assembly which opens in 


Cleveland March 22. The world renowned Nobel prize winner 
will participate on March 24 in a symposium——with three of 
America's top authorities—-on antibiotics. Sir Alexander 
agreed to address the Assembly on the invitation of Presi- 
dent U. R. Bryner who made his acquaintance in England 
several years ago. 


The distinguished British guest and Lady Fleming will also 
a appear in the receiving line, together with Academy officers 


and their wives, at the formal President's Reception that 

evening. This will be the social highlight of the meeting 
i supplanting the customary banquet. All members and their 
ae wives are invited. 


AMA President E. J. McCormick will open the program on 
Monday. He will be followed by Dr. Roscoe Pullen, Dean of 
the Missouri Medical School, and Dr. Howard Rusk, who will 
present an unusual live clinic on rehabilitation. Other 
speakers are announced in the news section of this issue. 
They will include Drs. George Crile, Jr., Clarence Livin- 
oe good, John C. Krantz, Jr., Richard Te Linde, and GP's 
e associate editor Sol Katz. 


Scientific Assembly Committee Chairman John Mosher prom-— 
ises this will be one of the most varied and practical 
postgraduate courses in Academy history. Dr. Herbert W. 
Salter and his Local Arrangements Committee have finished 
all preliminary details for the meeting with the head- 
quarters staff. Mrs. Salter, who will serve as Chairman of 
the Ladies' Entertainment Committee, will soon announce a 
particularly attractive program for doctors’ wives. 


Use the hotel reservation form in this issue. This is a 
meeting you will not want to miss. 


Commission Adopts > The Joint Commission on Hospital Accreditation has acted 
Academy’s Manual to clear away some of the misunderstanding over its new re— 
gulations on hospital staff organization. The commission 


has adopted the Academy's Manual on General Practice Depart— 
ments as a guide for its field inspectors, and provision for 
such departments is made in Sec. II, E, of its "Standards 
for Accreditation." 


In some quarters there has been complaint that the com 
mission's regulations would demand that general practi- 
tioners attend monthly staff meetings of all of the clinical 
departments in which they hold privileges. But Dr. Edwin L. 
We Crosby, the commission's able director, has stated this is 
not required. In hospitals where a general practice depart— 
ment exists, general practitioners are active members of the 
staff through appointment to that department. They must 


. 


Hospital Relations 
Continue Cloudy 


Here and There 
In Fewer Words 


attend 75 per cent of its meetings. But, on the other clin- 
ical departments, they may be similar to a member of the 
courtesy staff and thus be relieved of active staff duties. 
They would vote only in the general practice department and 
regular staff meetings; not in clinical departments where 
they have been accorded courtesy privileges. 


> But, at last month's American Hospital Association meeting 
in San Francisco some doubts were left about hospitals' 
sincerity in attempts to develop mutual understanding with 
the medical profession. Like oil on troubled water, state- 
ments adopted there smoothed the surface, but made it more 
difficult to see through to the bottom. 


After heated debate the AHA House of Delegates adopted a 
statement on hospital—physician relationships which had been 
prepared by a joint committee and approved by the AMA last 
June. Next day, Dr. Crosby, who spoke not only as Director 
of the Joint Commission but as president of the association, 
presented a nine-point platform for hospital action. 


Two of Dr. Crosby's nine planks may stub some toes in the 
march toward hospital—doctor accord. n one he advocated 
expansion of hospital outpatient departments for paying as 
well as indigent patients. In another he called for devel-— 
opment of hospitals into diagnostic centers focusing on 
preventive medicine. Doctors who believe medicine should be 
practiced by private practitioners and not by corporate hos-— 
pitals will tread lightly on these shifty boards. Mean- 
while, both doctors and hospitals should conscientiously 
seek a cooperative accord that will avoid strife and mis-— 
understanding. 


> The Australian National Health Insurance Plan, described 
in last month's GP (p. 95), was the subject of great interest 
at the recent WMA meeting in the Netherlands. Based on the 
principle of voluntary insurance with the private medical 
profession in control, the system calls for tax subsidies to 
extend complete medical care to low income families. 


Fifty-one constituent chapters now comprise the AAGP. 
Alaska was chartered by the Board of Directors on 
September 23. 


Academy spokesmen will be heard when the House Interstate 
and Foreign Commerce Committee opens public hearings in 
Washington this month on what Chairman Wolverton (R.-N.J.) 
describes as a study to learn the cause and control of cer- 
tain costly diseases. Query: What ever became of the costly 
Magnuson Commission Report on Health Needs of the Nation 
which purported to do the same thing? 


With a 10 per cent reduction in personal income taxes 
slated for next year, doctors will be wise to defer income 
until after December 31 where possible. Beginning next 
month GP will publish an authoritative series on income tax 
questions for physicians. 


A big change has taken place in the military medical 
picture. The drafting of physicians was stopped indefi- 
nitely last month, soon after an Army announcement that 
regular medical officers may resign and leave the service. 


Like a bad case of poison ivy, the Krebiozen-—Ivy contro-— 
versy is breaking out in anew rash. Illinois newspapers 


report the state legislature is reopening hearings with 
cross-examination of Dr. Andrew Ivy, to be followed by ex- 
amination of Ivy's records on the drug. From Washington 
come indications the feud, fired by gossip-mongering Drew 
Pearson, may be investigated by Congress. 


Respectfully, 
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Major advance in dermatitis control: 
The new direct approach to the control of der- 
matitides is hormonal, enlisting the antiphlogis- 


tic and antiallergic potency of compound F— 
foremost of the corticosteroid hormones. 


The new objective is adapting corticoid therapy 
to simple inunction treatment, and obtaining re- 
lief in various forms of dermatitides within days 
—sometimes within hours. 


The new attainment is Cortef Acetate Ointment, 
which rapidly controls edema and erythema, 
halts cellular infiltration, arrests pruritus in such 
harassing skin problems as atopic dermatitis, con- 
tact dermatitis, pruritus vulvae and ani, neuro- 
dermatitis, and seborrheic dermatitis. 


Supplied: Cortef Acetate Ointment is available in 5 
Gm. tubes in two strengths—2.5% concentration (25 
mg. per Gm.) for initial therapy in more serious cases 
of dermatitis, and 1.0% concentration (10 mg. per 
Gm.) for milder cases and for maintenance therapy. 


Administered: A small amount is rubbed gently into 
the involved area one to three times a day until defi- 
nite evidence of improvement is observed. The fre- 
quency of application may then be reduced to once a 
day or less, depending upon the results obtained. 


@TRADEMARK FOR UPJOHN’S BRAND OF HYDROCORTISONE. 


for medicine... produced with care ...designed for health 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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constant 
and 


correct 


SIMILAC 


Similac provides, constantly and unvaryingly, 
50 mg. of ascorbic acid per reliquefied quart — 
an amount closely approximating the content 

of mother’s milk—and in excess of recommended 
allowances. Similac thus assures adequate 

and continuous (through each feeding) Vitamin C 
intake now established as an effective safeguard 
against scorbutic and some anemic states 

during infancy.’ The importance of an adequate 
intake is further reflected in the finding that 
Vitamin C is essential for utilization of the amino 
acid tyrosine, functioning probably as coenzyme.” 


There is no closer equivalent to the milk 


of healthy, well-nourished mothers than Similac 


providing: zero curd tension for easy digestion; 
fats chosen for maximum retention and high 
ratio of unsaturated and essential fatty acids; 
full balanced array of essential amino acids; 
folic acid and Vitamin Bz (naturally occurring, 
in breast milk quantities); other vitamins in 
adequate amounts; minerals adjusted to favor- 
able proportions. 


Supplied: Similac Powder, tins of 1 lb.; Similac 
Liquid, tins of 13 fl. oz. 
1. Tisdall, F. F., and Jolliffe, N., in Clinical Nutrition, New York, 


P. B. Hoeber, 1950, c. 23, p. 590. 2. Sealock, R. R., and Goodland, R. 
L.: Science 114: 645 (Dec. 14) 1951. 


M & R Laboratories « Columbus 16, Ohio 


any 
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Executive Committee: Ivan C. Heron, Chairman, 490 Post tre, Mass.; E. S. McLarty, Galveston, Tex.; Fount 
St., San Francisco, Calif.; U. R. Bryner, Salt Lake City, Ricuarpson, Fayetteville, Ark.; E. L. Bernuart, Milwau- 
Utah; W. B. Hitpepranp, Menasha, Wis.; T. kee, Wis.; Louts H. Weiner, Philadelphia, Pa.; R. Varian 
Jackson, Fort Worth, Tex. Stoan, Glendale, Calif.; Jesse D. Risinc, Kansas City, 

Finance Committee: Hoittanp T. Jackson, Chairman, 602 Mo.; Abert S. Dix, Mobile, Ala. 

West Tenth St., Fort Worth, Tex.; James G. Simmons, Commission on Legislation and Public Policy: MALCOM PHELPs, 
Fitchburg, Mass.; ArcH Watts, Detroit, Mich. Chairman, 203 South Macomb, El Reno, Okla.; A. S. 

Commission on Hospitals: JOHN R. BenpER, Chairman, Nissen Bristow, Princeton, Mo.; G. W. CLevetanpb, Austin, Tex. ; 
Bldg., Winston-Salem, N. C.; Joun O. Boyp, Jr., Roanoke, R. W. Kutiserc, Portland, Ore.; W. R. Srovatt, Wash- 
Va.; Fuoyp C. Bratt, Rochester, N. Y.; Paut S. Reap, ington, D. C.; Cuartes L. Farrett, Pawtucket, R. 1; 


Omaha, Neb.; Stantey Harpy, Las Vegas, Nev.; CHARLES 
Martin, St. Louis, Mo.; Lauriston L. Keown, Baltimore, 
Md.; O. Hart, Tulsa, Okla.; Caries C. 
Cooper, St. Paul, Minn.; Joun G. Watsu, Sacramento, 
Calif. 

Commission on Education: WittIAM J. SHaw, Chairman, Lee 
Hospital, Fayette, Mo.; Harotp F. Brown, Newton Cen- 
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W. A. Sams, Marshall, N. C.; Harry T. Sournworrn, 
Prescott, Ariz.; Crype Swerr, Island Falls, Me.; R. B. 
Rosins, Camden, Ark. 


Commission on Membership and Credentials: Wittiam M. 


Sprout, Chairman, 912 Equitable Bldg., Des Moines, Iowa; 
Murtanp F. Ricsy, Rexburg, Idaho; W. Miter, 
(Continued on page 13) 


| 
3 
. 


Long-lasting relief 
of surface pain and itching 


wth 


potent ..... nonirritating .... . nonnarcotic 


The effective and prolonged surface anesthesia provided by 
Nupercainal Ointment (dibucaine ointment Ciba) brings long-lasting 
relief from pain and itching in sunburn, hemorrhoids, abrasions, 
dermatoses and many other conditions. Its effectiveness is due 
to its 1 per cent content of 
Nupercaine® (dibucaine Ciba), 
one of the most potent and 
long-acting of all topical 
anesthetics. Issued in 1-ounce 
tubes with rectal applicator and in 
1-pound jars for office use. 


NUPERCAINAL i Ciba Pharmaceutical Products, Inc., Summit, N. J. 


and of 

WARMACEUTICAL 


Seems, 
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(Continued from page 11) 
Wichita, Kan.; A. E. Rirr, St. Paul, Minn.; THomas 
Guapney, Baton Rouge, La.; Epwin H. Fenton, Detroit, 
Mich.; James Murpuy, Fort Worth, Tex.; R. ADELAIDE 
Draper, Dorchester, Mass.; Daniet Bextz, Los Angeles, 
Calif.; Frep Simonton, Chicamauga, Ga. 


Publication Committee: STANLEY R. Truman, Chairman, 1904 
Franklin, Oakland, Calif.; Howtanp T. Jackson, Fort 
Worth, Tex.; ArrHur N. Jay, Indianapolis, Ind.; I 
Puuurs Frouman, Washington, D.C. 


Committee on Scientific Assembly: JoHN F. Mosuer, Chairman, 
1954 Church St., Coeymans, N. Y.; Anprew S. Toms, 
Chairman-Elect, Victoria, Tex.; T. E. Rosinson, Salt Lake 
City, Utah; Meru L. Newkirk, South Gate, Calif.; 
Hersert Hartiey, Seattle, Wash.; G. Gress, Okla- 
homa City, Okla. 


Building Committee: JoHN R. Fowier, Chairman, Fowler 
Clinic, Barre, Mass.; W. A. BuecHeter, Syracuse, N. Y.; 
M. B. Casgsott, Kansas City, Mo.; CHartes NELson, 
Beverly Hills, Calif.; M. C. Wicinton, Hammond, La.; 
Aaron Hortanp, Newark, N. J.; W. H. Watton, Belle- 
ville, Il.; C. W. Anperson, Denver, Colo; Grorce H. 
Lemon, Toledo, Ohio 


Constitution and By-Laws Committee: Cuartes A. Jost, Chair- 
man, 3500 N. Grand, St. Louis, Mo.; S. A. Gartan, New 
York City; D. H. James, Memphis, Tenn.; James M. 
Perkins, Denver, Colo.; Jacos H. Benpes, Rockford, Ill.; 
A. Leste Vasconcetios, Honolulu, Hawaii 


Committee on Rural Health: Carrot B. ANDREws, Chairman, 
Box 367, Sonoma, Calif.; Norman H. Garpner, East 
Hampton, Cona.; Joun Paut Jones, Camden, Ala.; D. G. 
Muer, Jr., Morgantown, Ky.; Joun R. Ropcer, Bellaire, 
Mich.; Etmer A. Larsen, Centerville, Iowa; Pace C. 
Jett, Prince Frederick, Md. 

Committee on Voluntary Prepaid Medical Care: Rosert F. 
Purtett, Chairman, 758 North 27th St., Milwaukee, Wis. ; 
H. Kenneru Scaturr, Chicago, Ill.; ArtHur J. Orrer- 
MAN, Omaha, Neb.; Gumpert Charlevoix, 
Mich. ; Francis T. Hopcss, San Francisco, Calif. 

Mead Johnson Scholarship Award Committee: FRED HuMPHREY, 
Chairman, Box 113, Fort Collins, Colo.; W. B. Hizpe- 
BRAND, Menasha, Wis.; Mary JOHNSTON, Taze- 
well, Va.; Watrer L. Portreus, Franklin, Ind.; M. B. 
Gusmann, Oklahoma City, Okla.; R. E. Heerens, Rock- 
ford, Ill. 

M & R Award Committee: H. A. Tarrant, Chairman, 1315 
West Ninth Street, Wilmington, Del.; Ricnarp A. MuLts, 
Ft. Lauderdale, Fla.; S. S. Kery, Picayune, Miss.; F. F. 
Prister, Webster, S. D. 

Committee on 1954 State Officers’ Conference: Eart D. Mc- 
Cauuster, Chairman, 1113 Bryden Road, Columbus 5, 
Ohio; Wuu1am E. Rownp, Secretary, Bremerton, Wash. 

Committee on Insurance: CARLETON R. SmitH, Chairman, 203 
Medical Arts Bldg., Peoria 5, Ill.; Eart C. Van Horn, 
Cincinnati, Ohio; J. S. DeTar, Milan, Mich.; Amos N. 
Jounson, Garland, N. C.; Horace W. Esusacu, Drexel 
Hill, Pa. 


a valuable aid in the 
treatment of various types of 
skin diseases— 
specifically on lupus vulgaris. 
And frequent y has a 
beneficial effect in such 
conditions as acne 
vulgaris, eczema, psoriasis, 
psoriasis rosea and indolent 
ulcers. 


These are only a few of 
e conditions where ultra- 
violet is indicated. 


The Hanovia Luxor Alpine 
Lamp is useful in the office of 
every doctor whose practice 
includes obstetrics, pediatrics, 
internal medicine, 
or orthopedics 

Four new authoritative treatises 
on ultraviolet free on request. 
Write Dept. GP 10 


H eb n 0 U i a CHEMICAL & MFG. CO. Newark 5, 


STILL THE CHOICE IN MANY CONDITIONS 


World's largest manufacturers of ultraviolet equipment. 
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Make your Hotel Reservations carly 


American Academy of General Practice 
1954 Scientific Assembly 


The Academy meets in Cleveland in 1954 __ have first choice on the best rooms in the 
with the biggest anticipated registration better hotels. For the finest program yet 
in its history. This means that the physi- offered at any Annual Assembly. . . for the 
cian who makes his reservation early will 


most valuable four days you ever spent... 


By all means come to Cleveland... 


BUT REMEMBER — 


* Assignment of rooms will be made in the order re- * State officers and delegates must make their own 
ceived. reservations. 

* All assignments will be through the Cleveland Hous- ®Be sure to indicate definite arrival and departure 
ing Bureau. time, alse names of room occupants. 

°No “headquarters” hetel—Academy headquarters * All registration (except delegates) at Public Audi- 
will be at Public Auditorium. torium 10:00 A.M. to 5:00 P.M. Sunday, March 21, 


® Delegates and distinguished guests may specify the and beginning at 9:00 A.M. on Monday. Meeting 
Cleveland Hotel. ends at noon, March 25. 


MAP OF DOWNTOWN CLEVELAND 


1. Union Station— 
Terminal Tower 


2. Public Auditorium 


3. Stadium—Home of the 
Indians and the 
Browns 


4. Allerton Hotel 
5. Auditorium Hotel 
6. Carter Hotel 
7. Cleveland Hotel 
8. Colonial Hotel 
9. Hollenden Hotel 
10. New Amsterdam Hotel 
11. Olmsted Hotel 
12. Statler Hotel 


Courtesy of the Commercial Survey Co. 


USE THIS CONVENIENT 
HOTEL RESERVATION FORM 


ZS | 


APPLICATION FOR HOUSING ACCOMMODATIONS 
SIXTH ANNUAL SCIENTIFIC ASSEMBLY 


AMERICAN ACADEMY OF 
GENERAL PRACTICE 
CLEVELAND, OHIO MARCH 22-25, 1954 


For your convenience in making hotel reservations for the coming meeting of the AMERICAN ACADEMY 
OF GENERAL PRACTICE ON MARCH 22-25, 1954 in Cleveland, hotels and their rates are listed below. 
Use the form at the bottom of this page, indicating your first, second and third choice. Because of the 
limited number of single rooms available, you will stand a much better chance of securing accommodations 
of your choice if your request calls for rooms to be occupied by two or more persons. All reservations 
must be cleared through the housing bureau. ALL REQUESTS FOR RESERVATIONS MUST GIVE 
DEFINITE DATE AND HOUR OF ARRIVAL AS WELL AS DEFINITE DATE AND APPROXIMATE 
HOUR OF DEPARTURE, ALSO NAMES AND ADDRESSES OF ALL PERSONS WHO WILL OCCUPY 
RESERVATIONS REQUESTED MUST BE INCLUDED. 


*HOTEL ROOM RATES 


Singles Double Twin-Bedded Suites Singles Double  Twin-Bedded Suites 
ALLERTON HOLLENDEN 
1802 E. me — . $5.00- 9.00 $7.00- 9.00 $8.00-11.00 $13.00-20.00 610 Superior Ave. $4.50- 8.00 $7.00-12.50 $9.00-16.00 $18.00-30.00 
AUDITORI 30.00-55.00 
6th St . 4.50- 8.00 7.00-10.00 10.00-11.00 -25.00 


OLMSTED 
Superior & E. 9th. 4.25- 8.00 7.00-10.00 8.00-10.00 -20.00 


fanaa & ae 9th. 4.75- 8.00 7.25-11.00 8.50-12.50 22.00-45.00 
CLEVELA 
Public ame... 5.50-10.00 8.50-10.00 11.50-16.00 
No Rooms available. Reserved for anny 4 
Distinguished Guests. 
*The above quoted rates are existing rates but are, of course, subject to any change which may be made in the future. 


STATLER 
Euclid & E.12th.. 5.50- 9.50 8.50-12.50 10.50-16.00 23.00-29.00 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO: MARCH 1, 1954 


A.A.G.P. Housing Bureau 
511 Terminal Tower 
Cleveland 13, Ohio 


Please reserve the following accommodations for the Sixth Annual Assembly of the AMERICAN ACADEMY OF GENERAL PRACTICE in 
CLEVELAND, OHIO on MARCH 22-25, 1954: 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin 
bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms 


If the hotels of your choice are unable to accept your reservation 
the Housing Bureau will make as good a reservation as possible 
elsewhere providing that all hotel rooms available have not al- 
ready been taken. 


You will receive confirmation directly from the hotel. 


Single Bedded Room. Bedded Room... 
be hour.......+.+AM......++..+P.M. Hotel reservations will be held until 6:00 P.M. unless otherwise notified. ; 
asked for: 
* (individual Requesting Reservations—Please print or type) 
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Around the conference table... ULCER INCIDENCE IS HIGH 


Among agents for treating the peptic ulcer pa- 
tient, AMPHOJEL has earned high priority. 
AMPHOJEL is unique in that it combines two 
distinct aluminum hydroxide gels. One is ex- 
tremely reactive, and acts quickly to decrease 
gastric acidity. The demulcent component, rela- 
tively nonreactive, combines with gastric mucin 
to form a viscous, protective coagulum. The com- ‘Wyeth offers a complete 
bination in AMPHOJEL thus affords two-way pro- peptic ulcer service 
tection—it relieves pain and promotes healing. to physicians. 
FILMS ¢ LITERATURE » MEDICATION 


AMPHOJEL* 


AMPHOJEL without flavor 
Aluminum Hydroxide Gel, Alumina Gel AMPHOJEL Tablets 


Miyeth PHOSPHALJEL® 
S&S (Aluminum Phosphate Gel) — 


of 
Philadelphia 2, Pa. - 
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Chis Month’s Authors 


Ivan L. Bennett, Jr., M.D., 


assistant professor of medicine at Yale University School of Medicine, New Haven, Connecti- 
cut, was formerly assistant in medicine at Emory University School of Medicine, Atlanta, 
Georgia. Dr. Bennett, who is a graduate of Emory, completed residency training in internal 
medicine at Grady Memorial Hospital, Atlanta, at Duke Hospital, Durham, North Carolina, 
and at Johns Hopkins Hospital, Baltimore, Maryland. He is a member of the American Society 
for Clinical Investigation and the Society for Experimental Biology and Medicine. 


J. Lamar Callaway, M.D., 


has been prcfessor of dermatology and syphilology at Duke University School of Medicine, 
Durham, North Carolina, since 1947. He received his B.S. degree from the University of 
Alabama in 1931, and his M.D. degree from Duke in 1932. His house staff and graduate train- 
ing were at Duke Hospital, the University of Alabama, and the University of Pennsylvania. 
Dr. Callaway is the author of the article which appears in the “Practical Therapeutics” section. 


W. E. Henrickson, M.D., 


is engaged in the general practice of medicine in Poplar Bluff, Missouri. He is co-owner of the 
Poplar Bluff Hospital and founder of the Pediatric Department of that hospital. Dr. Henrick- 
son, who is a member of the American Academy of General Practice, is president of the Butler 
County Medical Society. A graduate of St. Louis University School of Medicine, St. Louis, 
Missouri, he served six years with the Navy during World War II. 


Goodrich C. Schauffler, M.D., 


is assistant clinical professor of obstetrics and gynecology at the University of Oregon Medical 
School, Portland, a position he has held since 1935. He was formerly chief of obstetrics and 
gynecology for the World Health of United Nations’ China Program. A graduate of the Harvard 
Medical School, Boston, he is the founder, editor and publisher of the Western Journal of 
Surgery, Obstetrics and Gynecology. He has been engaged in the practice of obstetrics and 
gynecology in Portland since 1925. 


Philip Thorek, M.D., 


clinical associate professor of surgery at the University of Illinois and professor of surgery at 
Cook County Graduate School of Medicine, is chief surgeon at American Hospital and attend- 
ing surgeon for Cook County Hospital and for Alexian Brothers’ Hospital. He is an honorary 
member of the A.A.G.P. and the author of Anatomy in Surgery and Diseases of the Esophagus. 
Dr. Thorek, who is a popular speaker at medical meetings, has a personal library of medical 
films covering seventy subjects. 
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SAFEST 
AMONG THE MORE 
HYPOTENSIVES 


e lowers blood pressure by centrally 
induced vasorelaxation 


e hypotensive action independent of 
alterations in heart rate 


e retains its efficacy during prolonged 
periods 


e@rarely promotes sensitivity or in- 
creased tolerance 


®@ produces warning symptoms of over- 


These are the desirable pharmacologic 
and clinical features of Veriloid which 
establish this alkaloidal extract of Ver- 
atrum viride as the safest of the potent 
hypotensives. Note that your patient 
need not be hospitalized, can maintain 
his normal business and social activ- 
ities, and is not living in constant dan- 


dosage before the critical level has 
been reached 

@ no paralysis of sympathetic activity 

@ no postural hypotension 

@ no compromise of renal function 

eno reduction in cardiac output or 
cerebral blood flow 

eno tachycardia or increase in car- 
diac work 


ger of hypotensive collapse due to sud- 
den changes in posture. No death at- 
tributable to Veriloid has ever been re- 
ported, yet this drug has enjoyed ex- 
tensive use during the past five years. 
Average initial dose, 3 to 4 mg. three 
times daily after meals, at intervals of 
not less than four hours. 


An Original Research Product of 


RIKER LABORATORIES, INC. 


8480 BEVERLY BLVD., LOS ANGELES 48, CALIF. 


VERILOID 
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curb inflammation 


combat infection 


protect the injured eye 


CORTOMYD 


Ophthalmic Suspension Sterile 


CORTOGEN (cortisone acetate) and SODIUM SULA MYD (sodium sulfacetamide) 


acts rapidly, safe, well tolerated 


Cortomyp* Ophthalmic Suspension 
(sterile), containing 1.5% (15 mg. per 
cc.) cortisone acetate (CorTOGEN® 
Acetate) with 10% (100 mg. per cc.) 
sodium sulfacetamide (Sodium 


Sutamyp®), 5 cc. dropper bottle. 
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like ‘‘compass and 
to provide a dual approach 
for maximum efficiency 
in dysmenorrhea. 
Many clinicians feel 
that these two steroids, 
together, as combined in 
“Premarin” with Methyltestosterone, 
are more effective 
than either one alone 
in producing relief of pain 
by suppressing ovulation. 
Excellent results have been reported 
~~. from such therapy. 


\ 


PREMARIN: with METHYLTESTOSTERONE 


for combined estrogen-androgen therapy 


& Ayerst, McKenna & Harrison Limited - New York, N. Y. - Montreal, Canada 
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Yours Cruly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Restrict Dependent Care? 


Dear Sir: 

I was quite interested in the letter from Dr. X published 
in the June GP in which he doubts the accuracy of the 
figures published by the Armed Services in regard to de- 
pendent medical care. 

By way of explanation, I must tell you that I am one of 
the men who, as a priority 2 physician lacking four days 
of the twenty-one months required by P.L. 779, has been 
back on active duty since February of this year. I couldn’t 
help but note the tremendous increase in dependents who 
are treated as compared with 1946-48 when I served my 
first tour of duty. I am now at a Station Hospital where 
we have five medical officers. One is a pediatrician and 
another an OB-Gyn man and they are both doing work only 
in their respective specialties while the remaining three do 
all of the general medicine. We are located in a metropolitan 
city of 750,000 population with an unusually good supply of 
civilian medical facilities, yet the following figures give an 
idea of the scope of our work: 

In a three-month period there was a total of 6,737 out- 
patient visits. During this time there were 2,088 military 
patients; 4,592 dependents; 28 retired personnel; and 29 
civilian personnel. 

This does not include the patients seen on the OB-Gyn 
service which is operated independent of the outpatient 
department. 

Hospital admissions during this period consisted of 2.8 
dependents for each service man. The dependents seen in 
the outpatient clinic constituted 68 per cent of the total 
load during this period. 

A similar situation was noted in the surgical schedule in 
that during the same three months a total of 244 operations 
were performed and of these, 156 were done on dependents, 
only seven of which were not elective. 

I agree wholeheartedly with Dr. X that the average de- 
pendent requires more time than does the usual serviceman, 
but I have not attempted to compute a man-hour figure for 
time spent on dependent care. 

However, I cannot feel that the program should be com- 
pletely abolished. I do feel that a more concrete program 
should be established as to what constitutes a bonafide de- 
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pendent and further, that care should be restricted to the 
more serious cases and eliminate the routine visits for colds 
and other minor ailments which are not costly to the patient. 

From a purely selfish viewpoint as a general practitioner, 
I would certainly not want to spend all of my time in service 
treating only males, most of whom fall into a basically 
healthy group. Two years of such limited practice would 
certainly dull the diagnostic acumen of most of us, and I 
am sure we would become mighty rusty in the treatment of 
women and children who, after all, constitute a very high 
percentage of the patients seen by the average general 
practitioner. 

Since the changes in the doctor-draft law I will be return- 
ing to private practice in two weeks. GP is the finest medical 
journal I have read; keep up the wonderful work. 

R. C. Minczewsk1, M.D. 
Gary, Indiana 


Of Practical Assistance 
Dear Sir: 


I am enclosing a check for a one-year subscription to GP. 
I would like this to begin with the March, 1953 issue. 

Your journal seems to be one of the few that is able to 
combine both a useful review and the latest medical knowl- 
edge on various subjects of real interest to the general 
practitioner. 

Cuartes M. Henpricks, Jr., M.D. 

U.S. Naval Hospital 
Charleston, South Carolina 


Two Hats Tipping 


Dear Mr. Cahal: 

Please accept my sincere thanks for your thoughtful letter 
of congratulations received today. 

It is gratifying to know that I have many friends in the 
Illinois State Society, as well as the Academy of General 
Practice, whom I can look to for support and guidance dur- 
ing the coming months of my term in office. 

I have a strong feeling that the Academy of General Prac- 
tice has done a great deal for the medical profession. Par- 


(Continued on page 23) 
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im the treatument of Hiypertemnsiom 


effect of mannitol 
hexanitrate 
lowers pressure for 4 to 6 hours a 


New and Nonofficial Remedies: A.M.A. Council on 
Pharmacy and Chemistry, wi 
Lippincott, p. 1953. 


“action of theophylline hypnosis 
useful for promoting 
facilitates sodium excretion ‘daytime relaxation 
“Med. Times 81:266 (Apr.) 1953. 


capillary protection 
help to maintain capillary integrity 


Delaware State M. J. 22:283 (Oct.) 1950. 


BRINGS THE PRESSURE DOWN SLOWLY 


Complete Medication for the Hypertensive 


Each Semhyten Capsule contains: Phenobarbital..14 gr. (15 mg.) 
Mannitol Hexanitrate....4 gr. (30 mg.) Rutin 


Theophylline 1% gr. (0.1Gm.) Ascorbic Acid 
Supplied: In bottles of 100, 500 and 1000 pink-top capsules. 
The S. E. MASSENGILL Company - Bristol, Tennessee 
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(Continued from page 21) 

ticularly has it gone “to bat” for general practitioners 

throughout the United States. This I believe to be a very 

healthy situation because I have been fearful in the recent 

past that the old family physician and his status have been 

sadly neglected. 

- I trust that I will have the pleasure of seeing you in person 

and not only then to receive personal congratulations from 

you but to extend to you now and then congratulations on 

the fine job you are doing in behalf of the Academy. 
Wuus I. Lewis, M.D. 
President 

Illinois State Medical Society 

Herrin, Illinois 


Thanks to Dr. Lewis for the cordial acknowledgment of our 
congratulations on joining the growing list of Academy mem- 
bers who have served as officers of their respective state medical 
societies. —PUBLISHER 


Family Doctor for Every Home 


Dear Sir: 

I am interested in knowing whether there is a list or 
directory of the members of the American Academy of Gen- 
eral Practice. Such a list would be of great help to me in my 
new work as Medical Consultant to the International Asso- 
ciation of Machinists. 

As a result of the weekly health education column which 
I have been writing for The Machinist, 1 have many letters 
from machinists and their families, a large number of which 
indicate a real need for a good family doctor in their area. 
It would be helpful to be able to refer such people to mem- 
bers of the Academy. 

A. Sawyer, M.D. 
Medical Consultant 
International Association of Machinists 
Washington, D.C. 


A wise course that is being followed by an increasing number 
of medical advisors. An Academy directory was forwarded, 
posthaste.—PUBLISHER 


Army Overlooks Consultant? 
Dear Sir: 

The Washington Report on the Medical Sciences (No. 316 
issued June 29) states that the office of Major General 
George E. Armstrong, surgeon general of the army, has an- 
nounced the appointments of 17 senior civilian consultants 
to the medical department of the army. As you are well 
aware, I am sure, there is no consultant for general practice. 

It is well known that men of younger age and doing 
general practice on entry to the service are given the privilege 
of most of the front line duty. Since at the present time and 
certainly it has not changed since World War II, the man 
doing general practice has languished for months without 
relief in the combat areas, it behooves those of us in general 
practice and of the Academy of General Practice to have a 
civilian consultant as representative of our type of practice 
on the consultant staffs of the three armed forces. 

I am greatly interested in all problems relative to military 

(Continued on page 25) 
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reinforced action 
in common infections 


antibiotic action of erythromycin 
chemotherapeutic 
effect of triple sulfonamides 


valuable especially in staphylococcal, 
streptococcal, and pneumococcal 
infections 


Each tablet contains 


thromycin . . . 100 mg. 
Sui iazine . . . 0.083 Gm. 


Sulfamerazine . . 0.083 Gm. 


Sulfamethazine . 0.083 Gm. [ Upichn | jpiohn | 
@TRADEMARK 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


If you think she’s HOT 
... wait till you see my 


new L-F DIATHERMY. 


Beautiful ivory or wal- 
nutone finish cabinets. 
Flexible applicators ond 
POWER TO SPARE. Most 
application set-ups made 
in 9 seconds or less. 


‘Model SW 660 Diathermy 


PEF I SYMBOL OF DEPENDABILITY AND PERFORMANCE 


me LIEBEL-FLARSHEIM company 


CINCINNATI 15, OHIO 
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MAKES 
THYROID 


UNNECESSARY 
PRESCRIPTION 


ONLY 


1:3 L/D ratio 


“... Biphetacel has been tested recently 

with excellent results. It contains the 1:3, I/d ratio 

of amphetamine phosphate together with methyl atro- 
pine nitrate (Metropine®) and sodium carboxy- 
methylcellulose (to reduce constipating effect of 
amphetamines). It has been administered to 236 over- 
weight patients over an average time of six weeks. 
The responses have been classified according to the 
patients’ subjective feelings in regard to appetite 
suppression, as follows: 14 patients—no effect; 30 
patients—slight effect; 105 patients—satis- 

factory effect; 87 patients—excellent effect...” 


S. C. Freed, M. D.—Newer Concepts in Treating 
Obesity, GP, Vol. Vil, No. 1, Jan. 1953 


STRASENBURGH CO. 
ROCHESTER 14, N. U.S 
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k's 
DRUG RESISTAN 
small dosage 
tablet tol hr. before meals. 
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(Continued from page 23) 
service by physicians and especially the problems of physi- 
cians in service. I have served for the past 10 months as 
secretary of the Medical Dental Veterans Association of 
Alameda Contra Costa counties. We have played no small 
part in the current revision of Public Law 779. 

We intend, along with the National Dental Veterans 
and the Medical Veterans Society now called the National 
Medical Veterans, to continue our interest in veteran- 
physician affairs. 

Because of my profession of general practice, however, 
I do feel we, as a group constituting probably the largest 
group of physicians serving in the last war and probably this 
present episode, are entitled to representation on the staffs 
of the Armed Forces. 

Wayne P. Cuessro, M.D. 
Berkeley, California 


Since general medical officers provide the bulk of services in 
the Armed Forces, we agree with Dr. Chesbro that the medical 
departments should obtain the advice of experienced general 
practitioners as well as specialists.—PUBLISHER 


Graduate Invests in GP 


Dear Sir: 
Can’t think of a better use for this $10 graduation check 
than to have you enter my subscription for GP immediately. 
I am an intern at United States Public Health Service 
Hospital at Norfolk. 
Rosert E. Sorta, M.D. 
Norfolk, Virginia 
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A Layman’s Viewpoint 
Dear Sir: 

Dr. C. Harwell Dabbs, our Medical Director, has requested 
that I thank you for sending him the reprints from GP on 
**Mine Workers Served by Unique Health Plan.” 

Even for a layman, we have found GP of great interest 
and read it regularly. 

Watpo R. McNutr 
Cumberland Clinic Administrator 
Cumberland, Kentucky 


New Member Coming Up 


Dear Sir: 

I am interested in the Academy and was fortunate in 
getting to attend two of the educational seminars, sponsored 
by the South Dakota chapter, during the past year. 

I intend to apply for membership in March of 1954 when 
I will have been in practice for three years as specified in 
your By-Laws. 

Incidentally, I believe that the continued educational 
programs required to maintain membership in the Academy 
is the best assurance of an alert, up-to-date, medical group. 

Bernarp Batt, M.D. 
Woonsocket, South Dakota 


Provision has been made in the A.A.G.P.’s By-Laws for 
young doctors like Dr. Batt to become associate members now. 
When three years of active general practice have been attained, 


the doctor is then eligible for full membership.—PuBLISHER 
(Continued on page 205) 
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ERATRUM ALBUM, a spe- 


Ae: cies of Veratrum indigenous 
to southern Europe, yields the ester 
alkaloid ‘Provell Maleate.’ ‘Provell 
Maleate’ is many times more potent 
than the mixture of substances from 
which it is isolated. Its uniformity 
and purity permit better control of 
the hypertensive patient than is pos- 
sible with mixtures of alkaloids. 
Hoobler* states that protovera- 
trine is superior to the alkaloids from 
Veratrum viride in that blood pres- 
sure can be reduced from six to eight 
hours daily without producing nau- 
sea, vomiting, or tolerance to the 
medication. The purity of the alka- 
loid allows for the accurate dosage 
so necessary to continuing good re- 
sults over extended periods of time. 


hypotensive 


agent 


Careful adjustment of the dosage 
schedule to fit the need of each pa- 
tient is mandatory. Overdosage may 
result in distressing, although usu- 
ally not serious, symptoms. ‘Provell 
Maleate’ is a potent drug to be ad- 
ministered only under the close su- 
pervision of a physician. 

‘Provell Maleate,’ 0.5 mg., is avail- 
able in cross-scored tablets (to facili- 
tate careful individualization of dos- 
age) in bottles of 100. Your pharma- 
cist has it. Be sure to evaluate care- 
fully this important hypotensive 
drug. Ask the Lilly representative 
... or write Eli Lilly and Company, 
Indianapolis 6, Indiana, U. S. A., 
for more complete pharmacologic 
and clinical data. 

* Annals of Internal Medicine, 37:465, 1952. 
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Editorials 


Vivat Regina 
Honorinc Her Majesty, Queen Elizabeth II, a spe- 
cial and beautiful coronation edition of The Prac- 
titioner, monthly publication of British general prac- 
titioners, was brought out for the month of June 
and has just come our way. Contents compose a 
symposium on the general practitioner, his philos- 
ophy, and his physical needs, with a glance at the 
past and a peek into the future. 

In a foreword entitled ‘General Practice Today 
and Tomorrow,” the Right Honorable Iain Mac- 
Leod, M.P., Minister of Health, declares: ‘‘The 
status of the general practitioner depends essen- 
tially upon three things: the trust of his patients, 
the respect of his colleagues, and the means to do 
his job adequately. In the last resort all these de- 
pend on him but there is much that others can do to 
make them manifest and to help him in his arduous 
and responsible work.” 

Perhaps the most charming contribution is that 
which discusses that most useful appendage, the 
doctor’s wife. We find it hard to improve upon the 
author’s description of the ideal medical wife: “A 
doctor’s wife should be like a cigarette always ready 
to soothe, like an ashtray always ready at hand, 
sympathetic, with a keen ear for the telephone, 
discreet, and one who loves to be bounced out of 
sleep at night and left cold on one side. The ideal 
wife of a doctor could not last very long, she would 
die of internal combustion. The only proper place 
for her is a church window.” 


In THE Journal of the American Medical Association 
for March 28, 1953, Taylor and Rosenbaum mar- 
shaled the evidence that logically opposes ligation of 
the hepatic artery as a method of treatment of portal 
hypertension. This operation had been proposed 
because it was believed that a diminution in hepatic 
arterial flow would be reflected as a reduction in 
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portal venous pressure. It would therefore offer an 
“easy” technique for management of esophageal 
varices or possibly other serious effects of portal 
hypertension. 

The authors noted that the operation is objec- 
tionable because the effects on portal venous pres- 
sure have been inconstant. In some cases, portal 
hypertension was unabated, and they thought that 
such “failures” might be explained by the presence 
of portal vein thrombosis. Under such conditions, 
changes in hepatic arterial flow could hardly be ex- 
pected to influence portal venous flow. In addition, 
they questioned the advisability of ligating the he- 
patic artery in cases of portal cirrhosis, because they 
doubted that a badly crippled liver could safely 
withstand being deprived of this important source 
of blood supply. 

As a collateral to these thoughts, the studies of 
Laufman and co-workers must be cited. Writing in 
Surgery, Gynecology and Obstetrics for April, 1953, 
these investigators recorded the effects of ligating 
the hepatic artery of dogs after portal hypertension 
had been provoked by partial occlusion of the in- 
ferior vena cava above the diaphragm. They found 
that the results varied greatly, depending prin- 
cipally upon the extent of collateral circulation for 
the hepatic artery. 

Some animals had insufficient collateral circula- 
tion to maintain viability of the liver. Another group 
had such adequate collateral circulation that ligation 
of the hepatic artery had a negligible effect upon 
portal hypertension. Between these extremes were 
animals in which the operation had the desired effect 
on portal venous pressure without causing liver 
necrosis. There was no way to ascertain in advance 
that a particular animal had an optimal collateral 
blood supply. The situation in human cases of portal 
hypertension is probably analogous. 

Finally, Taylor and Rosenbaum wrote: 

**One of the principal objections to the various 
operations that have been proposed for portal hy- 
pertension is that they are long, time-consuming 
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geon. This becomes even more important when it is 
realized that many of these patients are in desperate 
condition as a result of repeated hemorrhages and a 
badly damaged liver. Therefore, any simplification 
of treatment is eagerly sought by all. It was the hope 
of those undertaking hepatic artery ligation that 
this would solve this particular phase of the prob- 
lem. It would substitute a simple 30-minute opera- 
tion for a protracted portacaval shunt or resection 
in these extremely ill patients. These hopes and ex- 
pectations were short-lived. Admittedly, in a normal 
person the ligation of the hepatic and possibly left 
gastric arteries are simple enough. 

“However, in cirrhotic patients with gnarled 
varicosities filling the thickened edematous and dis- 
torted gastrohepatic omentum, the operation may 
be extremely trying and difficult. It may require all 
possible technical skill and ability. It may require 
two or three hours for its successful execution. It is 
a formidable procedure not to be entered on 
lightly.” 

For this and the other reasons already mentioned, 
it seems wise to accept their conclusion: ‘The 
operation should be abandoned until it can be deter- 
mined which patients it might possibly help and in 
which it is definitely contraindicated.” 


Don't Blame Mr. Bell 


EakLy in the summer a group of physicians heard 
a general practitioner of more than fifty years’ ex- 
perience blame the telephone for all the trouble 
doctors seem to have with their “public relations.” 
According to that oldtimer, before Alexander Gra- 
ham Bell invented that instrument, people expected 
much less from their personal physicians and were 
therefore more grateful for any service. 

In the early days of that doctor’s practice, sick 
people had no easy way to summon him and conse- 
quently had no reason to suppose that he would 
come in a hurry. Nowadays, he opined, patients 
believe that their doctor is as close as their tele- 
phone, and they expect him to come as fast as all 
his 100-plus horses can bring him. When he doesn’t 
come that quickly, they tend to feel slighted. Worse 
than this, the old gentleman went on to say, doctors 
and patients who get along very well when they 
meet, irritate each other and have all sorts of mis- 
understandings when they get together on the 
phone. 

This idea is obviously an oversimplification of 
doctors’ difficulties. Still, it would be a good thing 


endeavors, which are hard on both patient and sur- 


if all of us gave more thought to methods for con- 
quering the telephone. We have to understand that 
however much it may plague us, we’ll never get rid 
of the telephone. Nor do we want to—it does too 
much good. 

There was the case not long ago of an elderly 
woman living alone in a small apartment. One night 
she fell and injured her leg so that she could not 
rise. She dragged herself to her phone and, in the 
dark, dialed “‘O.” After that she was secure. The 
operator located the woman’s doctor, and having 
started him out of bed to hurry to the patient, came 
back on the line and talked reassuringly to the pa- 
tient until the doctor arrived. This is just one exam- 
ple out of the thousands that portray the magnifi- 
cent service given in behalf of medicine by tele- 
phones and the people who operate and maintain 
them. 

So it is up to us to learn to live with the telephone 
—to become tolerant to the enormous increase in 
demands that it makes upon us—to use it as an 
instrument for promotion of good will. We cannot 
expect patients to stop calling us, but we can teach 
the majority of them to place the majority of their 
calls at times most suitable to us. Also we can train 
ourselves and all who work with us to have good 
telephone manners. 

For anyone who wonders whether or not he has 
good telephone manners, here’s a simple test: When 
you talk with someone on the phone, do you always talk 
as though that person were seated with you in the room 
in which you are talking? If your answer to this 
question is “yes,” you are using the telephone to 
improve your “public relations.” If your answer is 
qualified or an honest “no,” use of the telephone is 
bad for your “public relations.”” But don’t blame 
Alexander Graham Bell or the telephone; blame 
yourself. You don’t have good telephone manners. 


Hospital C. th y 
A FEw years ago when penicillin was expensive and 
also in short supply, most hospitals had committees 
that regulated distribution of this antibiotic. The 
chief purpose of these committees was to insure 
that penicillin was used where it was most urgently 
needed. In a secondary way, they also served to dis- 
seminate information about antibiotic therapy—a 
method that was then so new that all but a few 
physicians needed guidance. In an amazingly short 
period of time, penicillin has become plentiful and 
cheap, and other antibiotics have been introduced 
and have become plentiful although expensive in 
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some instances. The need for committees to regu- 
late distribution of antibiotics has therefore disap- 
peared. Perhaps this is unfortunate, because it is 
doubtful that their function as a means for teaching 
has been adequately replaced. 

In the Journal of the American Medical Association 
for June 13, 1953, Spink commented on this sub- 
ject. Noting that advances in treatment of infectious 
diseases have been extraordinarily rapid and prob- 
ably will continue to be so, he wrote :“‘It is difficult 
for the busy practitioner and for a hospital staff to 
keep up with the more recent developments. In 
order to crystallize the available information for 
practical purposes, it is suggested that each hospital 
staff, and especially the larger general hospitals, 
have a standing committee on chemotherapy, for 
the purpose of evaluating and recommending stand- 
ard procedures for the use of the antibiotics. The 
various services and specialties should be represent- 
ed, including the hospital pharmacy. . . . Such a 
committee could periodically survey the recent de- 
velopments; and indicate the drugs, schedules of 
doses, and methods of administration for the vari- 
ous clinical conditions. With the increasing cost of 
medical care, the committee could also aid the 
pharmacist and the purchasing department in se- 
lecting those therapeutic agents that are less expen- 
sive and at the same time just as effective as the 
more costly antibiotic preparations.” 

Since all physicians are vitally concerned with 
using chemotherapeutic agents efficiently but not 
promiscuously, the problem cuts across dividing 
lines for specialties and hospital services. For this 
reason the formation of hospital committees on 
chemotherapy is an especially attractive solution. 


Let There Be Light 
Soon after the death of Senator Robert A. Taft, 


readers of Drew Pearson’s syndicated column were 
given the opportunity to join him in shedding tears 
over a story concerning the highly controversial Kre- 
biozen. For those who don’t read Drew Pearson, or 
the daily papers, or Time, or the Journal of the Amer- 
ican Medical Association, or circular letters from Dr. 
Andrew C. Ivy, let it be explained that Krebiozen is 
a substance of secret composition sponsored by Dr. 
Ivy and others as a treatment for cancer. 

Nothing is better calculated to excite public in- 
terest than the promise of a drug to cure cancer. 
Krebiozen has had more than this to bring it noto- 
riety. It was brought to the United States from Ar- 
gentina by its originator who is said to have kept its 
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formula secret for reasons that are in the best cloak- 
and-dagger tradition of John Buchan or E. Phillips 
Oppenheim. The stuff has had the personal endorse- 
ment of the celebrated Dr. Ivy whose reports in its 
favor have been openly contradicted by the A.M.A. 
Council on Pharmacy and Chemistry. This circum- 
stance has led to various denials and counterde- 
nials, the latest being a letter and booklet (False 
Witness) with which Dr. Ivy circularized A.M.A. 
delegates at their last meeting. Add to all this a 
couple of storms—one in the faculty of the Uni- 
versity of Illinois and another in the hearings of a 
Committee of the Illinois Assembly—mix well, and 
what do you have? If not a treatment for cancer, at 
least a situation that smacks strongly of quackery. 

Quackery is always boresome to doctors (a fact 
that may explain the success of some quacks). Any- 
way, it is not surprising that many physicians had 
become more than a little bored with Krebiozen— 
mainly because it has the suitable aura. Then along 
came Mr. Pearson’s column about the death of Sen- 
ator Taft. In it he wrote, ‘“The heart-breaking story 
can now be told of how New Hampshire’s crusad- 
ing Sen. Charles Tobey, on his own deathbed, sent 
a cancer drug to his dying friend Robert Taft. 
Senator Taft’s doctors did not use it.”” Of course 
that drug was Krebiozen. Mr. Pearson went on to 
extol its virtues, including some shaky but neverthe- 
less sensational stories about the benefit it seemed 
to bring to two other senators who died of cancer. 

Mr. Pearson’s clinical notes might have done 
nothing more than increase our boredom if it were 
not for one thing. His presentation implied a harsh 
criticism of Senator Taft’s physicians for their de- 
cision not to give Krebiozen to their dying patient. 
This criticism was not justified by the facts of Mr. 
Pearson’s report, nor by his common sense and ex- 
perience as a reliable reporter. We would like to 
hope that Dr. Ivy will be among the first to repudiate 
this most recent report on Krebiozen. Surely, as a 
scientist, he will see that there is as much danger in 
a false promise as there was in False Witness. 


Hospital Accreditation 


THE Joint Commission on Accreditation of Hospi- 
tals has made some changes in its standards which 
affect general practitioners. The new section cover- 
ing standards on general practice departments was 
published in the June GP. Prior to the adoption of 
that section, there was some uncertainty on the 
part of hospital medical staff officers and administra- 
tors as to whether the inclusion of a general prac- 
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tice department would adversely affect its accredi- 
tation. The Joint Commission’s standards for ac- 
creditation now state that the department of gen- 
eral practice shall be comparable to that of other 
staff departments, but it will not operate clinical 
services except the outpatient clinic. Since general 
practitioners will not have a separate service, they 
shall have privileges in the existing clinical services 
of the hospital in accordance with their training and 
experience. Privileges for general practitioners shall 
be determined and granted in the same manner as 
privileges for specialists through a Credentials 
Committee. These statements conform to the rec- 
ommendations of the Academy’s Manual on 
General Practice in Hospitals. 

The Joint Commission’s standards on general 
practice are designed, we believe, to provide the 
general practitioners equal opportunity to partici- 
pate in hospital organization with specialists. The 
extent to which general practitioners participate 
will vary among hospitals, but it would be highly 
impractical for an accrediting agency to attempt to 
outline specific privileges or functions for individ- 
ual physicians or groups of physicians. 

The Joint Commission has also stated that the 
medical staff of a hospital is responsible for the 
medical care in the hospital and that it must assume 
that responsibility, subject to the ultimate authority 
of the hospital governing board. Furthermore, the 
staff must be a self-governing body. 

Accordance of staff membership or of profes- 
sional privileges in the hospital shall not be de- 
pendent upon certification or membership in special 
societies. The Academy’s Manual states that mem- 
bers of a department of general practice may expect 
to participate in any clinical service for which they 
can qualify, and while serving in a particular clini- 
cal service a general practitioner shall be subject to 
the jurisdiction of that clinical service. 

Our interpretation is that the Joint Commission 
has made it clear that it is in favor of the establish- 
ment of departments of general practice. It recom- 
mends that the general practice department be 
equal to other departments, and that general prac- 
titioners have the same opportunity as other staff 
members in obtaining privileges to practice in the 
clinical divisions of the hospital. 

Are not these the basic principles of medical 
staff organization and functions that the Academy 
members desire established? Rules and regulations 
for the daily operations of the medical staff should 
be developed by each staff within the framework 
of these basic principles. 


Our Brothers’ Keepers 


‘But whether singly or asa group, the responsibility 
of physicians is equally clear: to be our brothers’ 
keepers.” These words are from Richard A. Kern’s 
article on ‘The Growing Problem of Suicide” in 
California Medicine for July, 1953. They express an 
attitude Kern developed when he noted that suicide 
stands high in the list of causes of death and that it 
occurs from causes and in circumstances that are 
usually remediable. These facts led to the conviction 
that physicians are not doing all they can to prevent 
suicide by patients. 

Kern believes that physicians are too often obliv- 
ious to signs and symptoms of impending self-de- 
struction. With a background of factors that favor 
suicide, he listed certain warning signals: 

**(1) Depression with expression of guilt, tension 
and agitation; (2) insomnia, with great concern 
about it; (3) severe hypochondriasis; (4) fear of losing 
self control and of hurting others and self; (5) pre- 
vious attempts; (6) suicidal preoccupation and talk.” 
He reassured his readers that merely thinking about 
suicide is not dangerous, surveys having shown that 
80 per cent of people have at some time entertained 
the question, ‘To be, or not to be?” 

Kern outlined a program for prevention of suicide 
that is based on recognition of the possibility of 
suicide and knowledge of the steps to prevent it—a 
responsibility of every physician, regardless of his 
field of practice. He warned that the potentiality for 
self-destruction is not influenced by appeals to 
reason, morality, or fear. He urged that patients 
always be afforded an opportunity to talk out their 
troubles. He pointed to the beneficial effects of re- 
ligion, of reassurance and suggestion, and of relief 
of aloneness. He stressed the importance of con- 
sultation with a psychiatrist, and the psychiatrist’s 
privileges and obligations. 

In the final portion of his essay, Kern called at- 
tention to the need for physicians to unite their 
efforts to solve the growing problems of suicide. He 
stated, ‘“‘Medical societies have committees and 
commissions for the prevention of deafness, blind- 
ness, infant mortality, and a lot of other things; why 
not a committee for the prevention of suicide ?”’ The 
desirability of such joint efforts is apparent, and 
Kern’s article will surely be a stimulus to profes- 
sional organizations. Still, it will serve a larger pur- 
pose if it excites the interest of individual practicing 
physicians. Such interest is a prerequisite to the 
attainment of Kern’s prime objective—to make 
every physician’s office a suicide prevention station. 
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A Pattern of Sickness 


WELL people are well, and sick people are sick. At 
first glance, this statement seems to be a ridiculous 
simplification, but it is the essence of a survey of 
patterns of illness and absenteeism in an industrial 
population—reported by Plummer and Hinkle in 
the Annals of Internal Medicine for July, 1953. These 
authors had previously shown that a high propor- 
tion of absence from work was caused by a small 
proportion of employees, and that these high absence 
employees were continuously and frequently sick. A 
comparison then was made of the medical records of 
high absence and low absence employees, and com- 
posite pictures were drawn, representing each group. 

Plummer and Hinkle called their composite of 
the high absence group ““H.A.”—of the low absence 
group “L.A.” They found that “H.A.” and “L.A.” 
contrasted in many personal ways, but most par- 
ticularly in numbers of illnesses, accidents, and sur- 
gical operations. 

Significant in itself was the fact that the stack of 
medical records of the high absence group was about 
eight times as tall as that for the other group. The 
authors suggested that this finding is not unique for 
industrial medicine, indeed, that it is duplicated in 
the experience of almost any practicing physician. 
They opened their essay with that thought, saying: 
“It is a fact that the practicing physician spends 
most of his time taking care of the sick person and, 
as a result, often knows very little about the well 
person.” A moment’s reflection by those of us who 
have been in private practice should convince us 
that Plummer and Hinkle are right. A preponder- 
ance of our time ts occupied by a minority of the 
people who make up our practices. We too have 
patients like ““H.A.”” whom we know very well, and 
patients like “L.A.” whom we have trouble remem- 
bering because we’ve seen them so seldom. 

All of this represents a problem that presses as 
strongly upon the private practitioner, therefore, as 
it does upon the specialist in industrial medicine. 
The problem can be summed up in two questions: 

1. What can be done to insure that the “well” 
(low absence) people are kept well and given their 
share of medical care? The answer to this question 
seems comparatively simple—full use of periodic 
health examinations. This entails special educational 
efforts directed toward these “well” people because 
of their natural disinclination to bother the doctor. 
It also implies the need for a full appreciation by 
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the doctor and by the patient of the periodic exam- 
ination—its limitations as well as its advantages. 

2. What can be done to alter the pattern of life- 
time ill health that typifies the “sick” (high absence) 
people? Here there is no simple answer. Plummer 
and Hinkle emphasized the importance of early rec- 
ognition of the pattern. Beyond this, they admitted 
that the management of these patients is difficult. 
They recommended “proper interviewing and coun- 
seling”—“sometimes firm disciplining.” They had 
no suggestions for prevention of the pattern. A 
workable plan of prevention eventually may be 
evolved. Certainly the reward for such a plan can be 
measured materially in millions of dollars—spiritu- 
ally it is immeasurable. 


Great E. tati 
A NuMBER of factors influence the employment of 
specific therapies. Opportunity, accuracy of diag- 
nosis, and application of logic are among the most 
important. Noting that it is quite illogical to use a 
specific antibacterial agent like penicillin for treat- 
ment of the common cold, Dr. Gerald G. Jampolsky 
of San Francisco wondered why the antibiotic never- 
theless is widely used for this purpose. To help find 
the answer, he questioned persons in four groups as 
to whether they had ever taken penicillin for treat- 
ment of a common cold. In California Medicine for 
July, 1953, he reported that the incidence of posi- 
tive replies ranged from 16 per cent to 25 per cent 
in the various groups. 

Jampolsky stated that false expectations as to 
what penicillin can do for the common cold was a 
paramount factor in this irrational use of the drug. 
He suggested that physicians as well as patients had 
their full share of such false expectations. He had 
found that one out of every four physicians had re- 
ceived penicillin for their personal common colds! 
He speculated that this factor and others that in- 
fluence the attitudes of patients and physicians may 
prevail with regard to other forms of specific ther- 
apy—other antibiotics, hormones, surgical pro- 
cedures, electric shock therapy. 

Jampolsky urged that physicians be alert for false 
expectations and be able to deal with them logically. 
He promised a reward—a more rational treatment of 
the patient as a total personality. Beyond this he 
gave no advice on how to prevent the misuse of spe- 
cific therapies. Probably he thought such advice 
would be unnecessary. 
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BY GOODRICH C. SCHAUFFLER, M.D. 


Portland, Oregon 


Topay, for excellent reasons, I have fewer young 
gynecologic patients referred to me than fifteen years 
ago. This is because (1) there are fewer of these 
special difficulties to deal with, and (2), because the 
general practitioner is substantially better equipped 
in this field than he was fifteen years ago. As a 
matter of fact, general practitioners see more of 


these hapless little patients, and see them earlier, 
than do all of the pediatricians and gynecologists 
put together. 

Later I will discuss some recent helpful develop- 
ments in the management of the more common 
pediatric-gynecologic conditions. At the moment I 
wish to call attention to certain less common ir- 


Figure 1. (A) Anterior inferior view of cystic, almost polypoid, protrusion of hymen in girl of 3. 
The hymenal orifice was not demonstrable. (B) Beginning excision of protruding hymen, with 
protection by sound in the urethra and finger in the rectum. (C) Sagittal view of the anomaly. 
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Some uncommon disorders of the infant female genital tract are important because they are confusing or 
because misdiagnosis may be dangerous. Examples are imperforate hymen, prolapse of the urethra, genital 
cancer, and leukoplakia. More common but puzzling conditions include vaginitis of various types, and adhesive 
sealing of the labia. Foreign body in the vagina causing chronic discharge—often bloody—can be diagnosed 
and treated usually by simple methods. In these days of “bosom consciousness” breast disorders in girls 


may cause serious psychologic as well as physical effects. 


regularities occurring in infants and small girls, 
particularly those which may be confusing and 
may under a misdiagnosis, result in fruitless or even 
harmful efforts at treatment. A number of these 
rarer conditions I have seen quite recently and 
have not as yet reported elsewhere. To be fore- 
warned in such circumstances is to be forearmed. 


Uncommon but Confusing Conditions 


1. Imperforate hymen as noted in Figure 1 does 
not always occur as simply as it is here pictured. 
Not long ago, I saw a child of 3 years whose anomaly 
presented as pictured in Figure 2. This child was 
sent to me with a diagnosis of vulvovaginal cyst. 
The illustration shows a thinned-out cystiform pro- 
trusion of the hymenal membrane, about the size of 
a hazelnut; it had the bluish appearance of a Gart- 
ner’s vaginal wall cyst. 

With the baby anesthetized, a finger was inserted 
into the rectum to elucidate the situation and to 
avoid injury to the rectum. It was first determined 
under vision and by sounding that there was no 
hymenal opening. Then the urethra was separately 
identified by means of a metal catheter, and the 
protruding hymenal cyst was simply clipped off at 
its base by scissors. Approximately 2 cc. of glary, 
serous fluid escaped. After this the vagina was ex- 
plored and found to be quite normal. There was no 
remaining hymen. The child had no further dif- 
ficulty. 

Ordinarily with an imperforate hymen there is no 
such cystic protrusion, and there may be no mani- 
festation whatever until menses begin. The anomaly 
commonly presents as a thick occlusive hymenal 
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Figure 2. Imperforate hymen at age 3. (Courtesy, Schauffler, 
Goodrich C.: Pediatric Gynecology, 2nd Ed., The Year Book 
Publishers, Inc., Chicago, 1947, p. 67). 


Figure 3. (A) Anterior inferior view of prolapsed, necrotic ure- 
thra, simulating infection and necrosis of hymen. (B) Completing 
the identification of the lesion after underlying vagina has been 
identified. A finger in the rectum assists in identification. 
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membrane which has no discernible opening. When 
such a situation is identified, the decision arises as 
to whether a complete exploration is to be made 
at the time or whether it is better to wait. There is 
certainly no urgency in such a matter in infants 
and small children, barring such a condition as I 
have just described. 

Care must be taken to differentiate complete ab- 
sence of the vagina. If there is no vagina, serious 
harm may be done by careless probing or incision. 
If the vagina is not quickly and easily entered, the 
examiner without special experience should at once 
desist. Of course, in general, the larger the structures 
the less complicated the procedure. In an older 
child, the general practitioner should be able to 
carry out such an examination to the limit of safety 
without difficulty, but consultation may be advisable. 

2. Prolapse of the urethra in female children is 
rare, but if it is encountered and not recognized, 
efforts at treatment may result in serious damage. 
Moffett and Banks reported four cases in 1951. 
Recently I saw a 6-year-old child, referred with the 
diagnosis of an infected gangrenous hymen. This 
indeed appeared to be the case as will be seen in 
Figure 3. The referral diagnosis was ulcerative vul- 
vovaginitis, and there appeared to be a necrotizing 
or gangrenous process involving the entire vestibule. 
This child had a smelly vulvar discharge with oc- 
casional spots of blood, but strangely enough had 
complained of no urinary difficulty and little pain. 
Two out of four of Moffett’s patients had no urinary 
complaints. 

Only by meticulous examination under anes- 
thesia, with a finger in the rectum, was I able to 
locate the hidden hymenal orifice posterior to the 
swollen mass of the urethral meatus, which was 
prolapsed approximately one centimeter. Surgery 
was at once contemplated, but it was thought best 
to try to clean up the local edema and necrosis first. 
To our surprise, conservative treatment, hot per- 
manganate sitz baths, and the administration of 
antibiotics effected a nonsurgical cure. The meatus 
healed and retracted sufficiently, and there was no 
complaint a year later. Serious harm could have 
been done to the urethra and bladder if aggressive 
measures had been used under the original diagnosis 
of ulcerative vulvovaginitis. A child in such circum- 
stances must occasionally have a surgical amputation 
of the prolapsed portion of the urethra, which is 
best done by electrocautery and should not require 
sutures. It is not at all a daunting procedure. 

3. Lymphatic fistula of the vagina at any age is a 
rare condition. In the case of a 9-year-old child, a 


patient of Dr. Charles E. Webb of El Paso, Texas, I 
had the privilege of advising relative to such a 
fistulous opening in the anterolateral vaginal wall— 
the source of a copious and confusing vaginal dis- 
charge. “The lymph exuded visibly from a small 
teat-like eminence in the right vault, with several 
discernible, tiny, grid-like openings.” The child had 
become a masturbator, perhaps because of the at- 
tention focused on the genital area. 

The patient had no symptoms except the copious 
vaginal discharge of bland lymphatic fluid. There 
was no circulatory anomaly discernible to account 
for lymph blockage higher up. Efforts to close this 
fistula by light electrocoagulation were unsuccessful. 
Drinker states that the majority of cases are not 
easily cured. Electrocoagulation by the use of a 
light coagulation current has occasionally been suc- 
cessful. Surgery in such a location is difficult to 
plan and execute effectively. In this case we thought 
it better to keep the situation under observation and 
leave the child alone. She has been under observa- 
tion now for almost three years, and although she 
masturbates, she seems to suffer little inconvenience 
from the original complaint. 

4. Genital cancer in female children is indeed rare. 
Arey points out that it is “a rapidly progressive, 
relatively acute disease.” He states that “the cri- 
teria of malignancy commonly employed in adults 
may lead to erroneous diagnosis in early life, nor 
can therapuetic response be correctly predicted on 
the basis of experience with adult neoplasm.” 

This has been my experience with two cases of 
sarcoma botryoides which I have followed to a 
rapid fatal termination—one in a girl of 3 years and 
another in a girl of 6 years. In each case, the growth 
was first noted as a rapidly growing, invasive, hard, 
almost ligneous vulvar or perivulvar infiltration. The 
involvement was rapid and deep, almost a solid 
march of the growth from a walnut-sized lump, when 
first seen, to a massive involvement of the entire 
field of the vital pelvic structures. 

Carcinoma, primary in the immature female geni- 
talia, is also rare, more so than the sarcoma I have 
mentioned. It is fortunate that most of these growths 
are collectors’ items. Physicians, however, should 
always suspect persistent hard, granulomatous or 
infiltrating tumors of any sort in the vulvar area, or 
solid pelvic tumors increasing rapidly in size. 

Teratomas of the ovary have been reported, but 
seem mostly to have been removed at a time when 
they were clinically benign. Primary carcinoma of 
the ovary I have never encountered. Carcinoma of 
the immature breast I will mention later. 
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5. Kraurosis and leukoplakia of the vulva in young 
girls, as a caption, sounds like a paradox. It seems 
hardly credible that a child could exhibit a condition 
theoretically restricted to old age and uncommon 
even in middle-aged women. Yet here are conditions 
which I have seen quite recently, for which I have 
complete gross and microscopic verification. The 
photograph in Figure 4, shows kraurosis following 
leukoplakia in a child aged 6. I have seen two other 
instances of leukoplakia without kraurosis, and Dr. 
Willard M. Allen of St. Louis has told me about 
other cases. 

This is a rare condition, but I bring it to your 
attention because it ties in very prettily with a 
theory I have in relation to a certain group of little 
girls with intractable vaginitis, clinically and mi- 
croscopically indistinguishable from senile vaginitis. 
I will discuss shortly what I have chosen to desig- 
nate as pediatric “senile” vulvovaginitis. For the 
moment, I will simply say that the treatment of this 
condition consists in local and general measures to 
combat the hypoestrogenic—I should say almost an 
a-estrogenic—epoch which is an exaggeration of the 
normal hypo-estrinism in little girls. 

Leukoplakia, or kraurosis vulvae, has seemed to 
be improved by local application of estrogenic oint- 
ment, but has not disappeared. The affected skin 
area must, of course, be biopsied at least once a year 


if it does not improve greatly. In our experience it 
has never progressed alarmingly—and it always dis- 
appears with adolescence. 


Common but Puzzling Conditions 


Vulvovaginitis in immature females could perhaps 
better be captioned “‘vaginovulvitis.” As you are 
well aware, the vaginitis is almost always primary, 
and the vulvitis generally secondary to the irritating 
vaginal discharge. I have crusaded for many years to 
attempt to establish the fact that the vagina in the 
immature female—a tiny, moist, accordion-like 
structure—actually only a potential cavity—is an 
ideal focus of infection. In the adult the relatively 
exposed and frequented flat-walled big vagina is 
quite different. On the other hand, the cervix with 
its racemose glandular structure in the adult, be- 
comes the usual harbor of infection. This is not at 
all the case in the infant or child, because the cervical 
gland structure is not developed (Figure 5). The 
immature cervix is, in effect, a simple, minute, tub- 
ular canal—almost uninfectable. If we consider also 
the thin, atrophic hypoestrogenic vaginal mucosa 
of the infant, as opposed to the seasoned and re- 
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Figure 4. (A) Photograph of kraurosis vulvae as 
demonstrated in (B) photomicrograph from biopsy. 


Figure 5. Photomicrograph of infant endocervix showing lack of 
adult glandular structure. (A) Sagittal; (B) transverse section 
(Courtesy, Schauffler, Goodrich C.: Pediatric Gynecology, 
2nd Ed. The Year Book Publishers, Inc., Chicago, 1947, p. 160). 
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sistant adult mucosa, we complete the explanation 
of this reversal of roles in the matter of vaginal 
infection. 

Primary vaginitis is not infrequent, and is stub- 
born in the immature (endocervicitis is practically 
nonexistent). Primary vaginitis is practically non- 
existent or is exceedingly transient in the adult 
(endocervicitis is the common focus). I have shown 
also that, in the immature female, Bartholin’s glands 
are seldom, if ever, a source of persistent infection, 
and Skene’s glands much less often so than in adults. 

With the assistance of chemotherapy, antibiotics, 
and a healthier general frame of mind, workers have 
wrought a tremendous benefit. Infections are so few 
nowadays, and treatment is so simple and efficient 
that severe vaginal infection in the immature female 
is seldom seen, even in a highly specialized practice. 
Epidemics—common in institutional practice twen- 
ty years ago—no longer exist in this country. In- 
formation is easily available, so that it is not neces- 
sary here to discuss the details of diagnosis and 
treatment. 


Treatment of Vaginitis 


Treatment of infants and children with vaginitis 
has become so simplified as to constitute almost no 
problem. Penicillin or sulfonamides or both are used 
in the usual pediatric routines and are effective in 
something like 87 to 90 per cent of cases. A mistake 
too frequently made is to confuse vulvovaginal irri- 
tation with discharge due to other causes: (a) foreign 
body in the vagina; (b) trauma or contamination 
due to self-manipulation or sex play; (c) miscellan- 
eous conditions such as I have already described. 

** Senile vaginitis” in infants and children—a term 
which I have coined for the purpose—is an entity 
which emerges clearly only in a small residual group 
out of a very large number of observations. Out of 
the 10 or 11 per cent of patients with vulvovaginitis 
who are uncured by intelligent treatment, we will 
find four or five little girls with an atypical clinical 
picture. These children complain chiefly of vaginitis 
per se. The complaint is in relation to a continuous, 
intractable, thin, watery vaginal discharge, some- 
times white but more often yellow, and rarely flecked 
with blood. Also emerging from the residual stub- 
born group (11 per cent), there are other occasional 
cases of hyperestrin effect. These I will discuss later. 

In “senile vaginitis” the vulva may be only slight- 
ly reddened, is occasionally itchy, and is likely to 
appear underdeveloped in relation to the child’s 
actual age. The vaginal wall, examined with a nose 


speculum or a vaginoscope (Boehm female urethro- 
scope, sizes 22 and 30), is pale grayish and atrophic. 
Telangiectasis may appear, and the mucosa is more 
delicate than usual. The picture is almost identical 
with senile vaginitis. 

Microscopically the tendency to a low-estrin type 
of epithelial smear is exaggerated. Cell-forms are 
preponderantly the atrophic type of the typical 
senile vaginitis smear. Red blood cells are often 
present. There is little or no pus. The pH is higher 
than normal. Doederlein bacilli and pathogenic 
bacteria are absent. 

Many years ago when we were floundering in the 
midst of “epidemics,” and clinics were full of these 
sad youngsters, Robert Lewis came out with his ad- 
mirable elucidation of the nature of the hypo-estro- 
genic vagina of infancy and childhood. At that time 
we undertook enthusiastically the estrogenic treat- 
ment of nearly all of these conditions. It was only 
relatively satisfactory because of the fact that the 
infection, and not the hypoestroism was basic in the 
majority of cases. Also, the treatment was difficult 
and cumbersome—especially since we had estab- 
lished that local application was most effective. It 
fell, therefore, almost completely into the discard, 
and I now wish to revive it in your minds as being 
exceedingly useful in the situation which I have just 
described. In such a case when other methods have 
failed and especially if the criteria I have described 
are satisfied, we may fall back confidently upon the 
use of estrogenic substance by local application to 
the vagina. 

I have been generously supplied with Dienestrol 
Cream (Ortho) and with Premarin Cream (Ayerst,” 
McKenna and Harrison) and have found that it can 
be conveniently instilled at bedtime by the small 
Ortho cardboard applicators which are disposable. 
Infants and babies are more conveniently treated by 
the use of a special long-nosed ointment tube (New 
England Collapsible Tube Co.). Children, even 
quite small, can be satisfactorily injected over a 
period of at least three weeks (preferably a month or 
five weeks) before beginning observation periods. 
In stubborn cases, treatment can be continued be- 
yond this at sufficient frequency to control symp- 
toms, decreasing frequency to twice or perhaps once 
a week. Prolonged observation intervals will eventu- 
ally justify cessation of treatment. In any case, the 
condition in the long run constitutes only a nui- 
sance, and when the beginning normal estrogenic 
influence of adolescence commences, the vaginitis 
clears up. The difficult patients here are mainly 
from ages 3 to 8. 
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Figure 6. Transverse sealing of the labia with (A) almost com- 
plete obliteration of the vestibule; only a small orifice to permit 
micturition. (B) Partial sealing with obliteration of the pos- 
terior half of the vestibule. (C) Normal habitus after separa- 
tion of adhesions and treatment with estrogenic ointment. 


Exaggerated estrogenic effect upon the mucosa of 
childhood is rare but is seen more frequently in girls 
approaching adolescence. However, it may occur as 
an anomaly in early childhood, and in my experi- 
ence has been responsible for another very small but 
stubborn group, not cured by usual treatments. I 
stumbled upon this condition first in two sisters, 
ages 10 and 11, who wore black bloomers. These 
children both produced a constant and fairly abun- 
dant, thick, chalky-white discharge which was im- 
mediately recognizable upon the black cloth. They 
had absolutely no other manifestations. We treated 
these children with various things, including estro- 
gens, and they only produced more “‘cottage cheese.” 
At this time we were beginning to be interested in 
the hypo-estrogenic effect I have already discussed. 
Studies of this discharge revealed that it repre- 
sented a highly active estrogenic type of vaginal 
mucosa with Doederlein’s bacilli and an adult or 
acid type of vaginal pH. We concluded here that 
we were dealing with an unusual tendency to estro- 
gen effect before its appointed time. 

Alkaline instillations were tried with the idea of 
restoring the normal pH of childhood, but we found 
that external cleanliness and alert observation was 
actually all that was required in these children. 
When they had passed puberty this discharge sim- 
ply became a minor component of their natural 
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physiology. It is my impression that most of the 
vaginal discharges which are described as early pre- 
menstrual manifestations are more often from this 
source than from the cervix. In any case, the condi- 
tion prior to age 9 is rare—and not for detailed dis- 
cussion here. 

Adhesive sealing of the labia across the midline 
may occasionally occlude the entire vestibule, leav- 
ing only a tiny orifice, front or back, for the escape 
of urine (Figure 6). This may become clinically a 
very worrisome situation if it is not understood and 
properly managed. Mothers and even uninformed 
physicians have supposed at times that there was no 
vagina, or some sort of ablation of the normal genital 
area. 

Although the condition is occasionally seen at 
birth, it more often occurs in babyhood and early 
childhood. It is an interesting entity in which the 
normally delicate epithelium of the labia is greatly 
reduced in vitality. Such a thin skin is easily eroded, 
and since the labia are naturally closely adjacent, in- 
terlying serum is organized to form fairly staunch 
adhesions over considerable areas. 

It is my own impression, borne out by some con- 
siderable experience, that this condition is apt to be 
associated with a hypo-estrogenic reaction involving 
also the vaginal mucosa. The devitalizing factor, in 
other words, is in effect upon the vulvar as well as 
the vaginal epithelium. There is, in addition, an 
unaccountable tendency to adhesions which is 
strikingly similar to that noted in senility and par- 
ticularly at the vaginal surfaces after irradiation 
castration. 


Managing the Condition 


The chief requirements in the management of 
this condition are knowledge, assurance, and per- 
severance on the part of the physician. The separa- 
tion of these areas, even if fairly extensive, is not 
necessarily very painful. The child may be greatly 
alarmed—more so because of the parents’ concern. 
Primary gentle manipulations should always be 
attempted without the parents’ attendance, and if 
unsuccessful, should not be pressed without anes- 
thesia. 

However, in most instances the original sep- 
aration can be done quite easily without losing 
the child’s confidence. 

Subsequent care requires that the parent or at- 
tendant must scrupulously maintain the separation 
of the affected surfaces. This is aided by careful 
washing with a warm cleansing solution. 
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The parts must then be carefully dried and an estro- 
genic ointment or cream applied by inunction with 
a cotton applicator. As soon as possible the parts 
should be left without treatment, but kept dry and 
under close observation. There is no such thing as 
failure in such a situation, if the management in- 
corporates anatomical knowledge, sympathetic care, 
and perseverance. 


Foreign Body in the Vagina 


This condition is sufficiently common and need 
not be surrounded with any grim implications. From 
experience with many little girls before, during, and 
after such episodes, I have decided that with rare 
exceptions these children are following a normal 
exploratory bent—simply indulging an unusual de- 
gree of curiosity. Rarely, the insertion of such ob- 
jects as lipstick, red crayon, and the like, might be 
suspected as indicating a vague consciousness of a 
phallic symbol. By and large, it seems to me that 
these children insert safety pins, hairpins, bits of 
wood, beans, or small marbles, in the same way that 
such objects find their way into the rectum or the 
ear or nose. Too—these are not bad children, by 
and large, and unless there is considerable trauma 
attending removal, there is no aftermath whatever. 

In the majority of instances the patient will not 
admit that she has inserted such an object—I think 
from fear of punishment. This is important in rela- 
tion to diagnosis, and I have quit trying to force any 
admissions and find it best simply to caution against 
doing it again, and to let the matter drop. 

Of course, not infrequently, such foreign bodies 
have been inserted by other children in the process 
of playing doctor and nurse, or some such monkey- 
business. In my experience the chief importance of 
this situation is not to try to develop elaborate psy- 
chiatric components, but to make the diagnosis and 
remove the object—which as a rule closes the inci- 
dent. I have never seen a child repeat such a per- 
formance. 

In considering backgrounds, “good” children 
should not be separated from “bad” children or rich 
children from poor children. Any female child may 
be involved, and there are no more masturbators in 
this group than among little girls in general. The 
protestations of parents should not be convincing 
counterevidence. After age 9 such an event is less a 
mechanical problem for obvious reasons. The age 
group most frequently involved is from 3 to 6 years. 

Symptoms and signs have been described in detail 
elsewhere. Briefly for this discussion, we find a child 
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Figure 7. Rectovaginal technique for detection of foreign body in 
the vagina. The rectal finger greatly facilitates the diagnosis. 


from 3 to 6 years old who maintains (a) a vaginal 
discharge in spite of usual methods of treatment; 
(b) a persistent or recurrent bloody component to a 
thin, watery vaginal discharge which is highly sug- 
gestive—almost pathognomonic; (c) an odor to the 
vaginal discharge, which is highly suggestive; (d) 
pain and tenderness involving the perineal area, the 
rectum (pain on defecation), or pain on urination. 
These symptoms and signs tend to appear in the 
order in which they have been mentioned. The 
presence of blood in a vaginal discharge is highly 
important in differential diagnosis. The intractable 
serous discharge is constant, but this fact is not 
helpful in differential diagnosis. The pain occurs 
only in exceptional instances; when a safety pin, for 
example, had eroded sufficiently to spring open 
within the vagina, or in another case when a hairpin 
had been inserted with the ends downward, eroding 
and penetrating into the lateral structures of the 
perineum almost to the skin. These are unusual 
instances. 

Diagnosis is accomplished by (a) a combined rectal- 
digital and vaginal-instrumental examination, as 
shown in Figure 7. A metal foreign body can be dis-* 
tinguished by the contact sensation if a metal sound 
is used. The outline of the vaginal cavity with the 
sound in it can be clearly elucidated by the rectal 
finger. Diagnosis is seldom missed by this tech- 
nique which occasionally requires anesthesia. (b) A 
vaginoscope may be conveniently used, often with- 
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out anesthesia; the object may be identified and 
occasionally removed with a cystoscopic grasping 
forceps (Figure 8). (c) X-ray studies will reveal met- 
al or other opaque objects. 

Treatment of such conditions involves the manipu- 
lation or surgical procedures necessary to remove 
the object with the least trauma. In general, this is 
less difficult than the inexperienced operator might 
suppose. A nose speculum and a small forceps can 
often be successfully used even without anesthesia. 
However, if the object has become corroded or 
buried, or is otherwise technically difficult to ap- 
proach, it is wiser to call a consultant with special 
experience. A female urethroscope with a cysto- 
scopic grasping instrument may be strategic. Harm 
certainly can be done by strenuous efforts to remove 
a foreign body. This situation differs substantially 
from that in the adult. The prognosis, barring the 
complicated case, is excellent. 


Disorders of the Immature Breast 


The breasts are unquestionably an important fea- 
ture of sex aftraction, and certainly do play a suffi- 
cient role in total sex function to be considered in 
this discussion. To be sure, they are the only sex 
perquisites which may be flaunted freely—off stage 
as well as on. Actually under the stimulus of Holly- 


wood effect upon motion pictures, magazine covers, 
and Sunday supplements, it is not too surprising 
that even the very small girls of our modern age 
have become “bosom conscious.” We have a situa- 
tion here which is not in the least humorous, and 
which requires our considerate thinking. 

Failure of the breasts to develop at the expected 
age, whereas it may be regarded as a negative and 
unimportant finding by others, to the child herself 
may assume the proportions of a real tragedy. It is 
difficult for adults in general—particularly male 
physicians—to appreciate the mental turmoil of the 
young girl who comes along to the age of 17 with a 
flat masculine chest. She feels that she is relatively 
unequipped for the contacts and allures of her age 
group. From this one failure, she fears failure for her 
entire sexual future, including maternity. One must 
have seen exaggerated instances of these phobias to 
appreciate what they may mean to a child. 

There is not much effective therapy for this con- 
dition. Estrogenic substance in generous doses is 
rarely helpful. General measures to increase sub- 
cutaneous fat, and especially a conscientious, sym- 
pathetic effort to understand the child’s problems 
and to outline the optimistic future are essentials to 
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Figure 8. Vaginoscopy technique with Boehm female urethro- 
scope. (A) When fully introduced, instrument inevitably falls 
into posterior cul-de-sac. (B) When trochar is removed tiny cer- 
vix routinely falls into the scope orifice. (C) Gradual removal 
allows complete visualization of vaginal orifice and walls as in 
proctoscopy (Courtesy, Grulee, Clifford G. and Eley, R. Can- 
non: The Child in Health and Disease. 2nd Ed., The Wil- 
liams and Wilkins Company, Baltimore, 1952, p. 1,086). 


proper management. No measures involving mas- 
sage should be permitted. Estrogenic ointments and 
creams are of no value. Substitution therapy by the 
use of falsies is “unreal” treatment but may occa- 
sionally be justified by special circumstances. 

Pain and tenderness in the immature breast are 
relatively common especially at and immediately be- 
fore the menarche. When these symptoms and signs 
in the adolescent are bilateral and associated with 
palpable engorgement, they are, of course, not ab- 
normal, and will be helped to the extent to which 
the child can be persuaded to disregard them. Sensi- 
ble reassurance, therefore, is important. Unilateral 
engorgement may be more significant and will be 
discussed. Persistent or exaggerated engorgement 
in older girls may be associated with unsuspected 
pregnancy. 

In exaggerated cases, especially of premenstrual 
engorgement, well-fitting, snug brassieres which 
hold the breasts high and toward the center are 
essential. They must be worn for all activities and 
occasionally it will be helpful if they are worn during 
the night also. Sometimes, administration of a diu- 
retic, such as ammonium chloride, may be effective. 
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Ice packs are seldom, if ever, required, and inunc- 
tions of camphor are worthless. If sedative medica- 
tion is indicated it should be sedative—never nar- 
cotic—and used only for brief periods. Estrogenic 
substance is of questionable value and its rationale 
is not sound. One is occasionally driven to the use 
of testosterone, which in these young girls should 
not be used in large doses or over long periods of 
time. It may, however, be useful to tide over an 
emergency. 

Discrete lumps in the immature breast, especially 
in the adolescent, are usually engorged cystic glan- 
dular radicals, seldom malignant, but nonetheless 
suspicious. They should be kept under careful ob- 
servation. If they are as large as the kernel of an 
almond or larger, and are persistent, they should 
be removed for examination. Whether they are tend- 
er or not is not particularly important. 

If there is more than one such tumor, it is prob- 
ably satisfactory to remove the largest one for micro- 
scopic examination, leaving the others if the condi- 
tion is obviously nonmalignant. Simple ductular 
cysts, fibromas, or adenofibromas are most fre- 
guently found. Duct papillomas are very rare in 
children. Cancer, while it does occur, is most un- 
usual, but as a rule more than ordinarily malignant. 

In the management of these conditions in the 
adolescent, the child herself will seldom be con- 
cerned, but an oversolicitous, morbid parent may 
whip up a serious psychosis in the child over such a 
simple matter. The parents’ attitude, therefore, 
must be tempered by the physician’s counsel. 

Discharge from the nipples of the adolescent breast 
is not always significant but should always call for 
careful and continued observation ; and especially if 
there is a sanguineous component, the condition 
must be carefully watched and occasionally investi- 
gated surgically. Paget’s disease is very rare in chil- 
dren. Duct papillomas, as stated above, are very 
uncommon, but these conditions as well as cancer, 
must be excluded in such an event. Management of 
the child will be practically identical to that of the 
adult under such circumstances. 

Neonatal engorgement of the breasts has already 
been mentioned. It is thought to be due to hormonal 
components of the mother’s blood rather than the 
breast milk, because it is so often seen when breast 
milk has not been used. The condition is almost 
commonplace and is quite as often present in boys 
as in girls. It may assume considerable proportions 
and may appear to the mother as both alarming and 
painful. Actually, it seldom is. Exaggerated cases, 
however, may produce an enlarged, red, angry look- 


ing swelling. Most of these conditions are, of course, 
completely self-limited. Days to weeks will in most 
instances see the spontaneous regression. 

The best treatment, in general, is no treatment. 
Under no circumstances should such a condition be 
treated by massage, inunctions, or other fussy meas- 
ures. Rarely, an abscess will develop in one of these 
engorgements, and in such a case chemotherapy 
and ordinary surgical management are satisfactory. 
Parents must be reassured and instructed to leave 
the uncomplicated swelling strictly alone. 


Breast Enlargements 
Unilateral hyperplasia of the immature breast is 


seen often enough, and poses a very difficult clinical 
and diagnostic problem. This is a true hyperplastic 
development and not an engorgement. In a number 
of children in the age bracket from 3 to 8 years, I 
have noted enlargement in one breast due to in- 
creased growth elements and stroma. It is frequently 
associated with tenderness and may be the source of 
serious concern to the patient and her parents. 

In the management of such conditions, I have 
made meticulous measurements and have kept the 
child under observation to see how much actual dis- 
parity between the two breasts may develop, what 
the growth increment may be, and whether there are 
any of the gross characteristics of breast cancer. If 
any of these factors becomes a substantial considera- 
tion, I have routinely done small radiate biopsies, 
closing with the meticulous technique of the plastic 
surgeon. 

One finds mostly in these cases a simple preco- 
cious hypertrophy which very seldom becomes clini- 
cally significant from the esthetic point of view. The 
problem usually settles itself as the other breast de- 
velops. I have never found it necessary to undertake 
plastic operations and I have never noted the de- 
velopment of cancer or other serious disease. 

Precocious development of both breasts is seldom an 
independent entity. It is almost always associated 
with other evidences of precocity. Often, however, 
it will be the outstanding factor that calls attention 
to the child’s condition. 

Early hyperplasia of the breasts, in all respects 
similar to that noted in normal adolescence, may 
occur in children as young as 2 to 3 years of age. 
One infant recently under my care had breasts 
which in appearance and consistency were not to be 
distinguished from those of a 14-year-old girl. The 
child had been bleeding from the vagina periodi- 


cally at four-week intervals since 8 months of age. 
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Figure 9. Photograph of 11-year-old child with massive breast hypertrophy of adolescence. (A) Prior to operation. (B) Fol- 
lowing first stage removal. (C) Following complete removal (photographs, courtesy of Dr. Charles Gurney who did the surgery). 


In several other instances in my practice develop- 
ment of the breasts similar to that noted during 
adolescence has occurred in children from 4 to 7. 
This was not associated with uterine bleeding, but 
was often associated with general precocious de- 
velopment involving accelerated bone growth, pubic 
and axillary hair, and general bodily changes. 

The breast condition may be exceedingly bother- 
some and may be accompanied by painful engorge- 
ment. The management is difficult. Testosterone 
may be temporarily effective, but it is not to be ad- 
vised as a routine or long-continued treatment. 

Large, pendulous breasts in older children (8 to 12 
years old) may be abnormal chiefly from the esthetic 
point of view. There is a vague racial tendency to- 
ward this sort of thing. Heavy-set, dark-skinned, 
hirsute children are more likely to be affected. 

Such a condition, even though from the point of 
view of the physician or the parents it is not exag- 
gerated, may cause the child the utmost distress and 
painful self-consciousness. I have seen at least two 
instances in my office in which suicide had been 
considered. One young girl had actually made some 
preparations toward this end. I have found it neces- 
sary to regard these conditions seriously—actually 
to the point of using plastic surgery in such cases. 
In cases in which plastic surgery has been employed, 
the psychic results have been astonishingly good. 

Endocrine treatment is ineffective. Special exer- 
cises, although they are highly praised by physio- 
therapists, have not been found practical or helpful 
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-in my hands. Perhaps the most important factor in 


the management of the large but otherwise normal 
breast is that every possible effort must be made to 
divert the child’s attention; to discover and rational- 
ize her psychotic concepts, and to exclude com- 
pletely from her environment the morbid taint which 
sometimes colors the attitude of parents and associ- 
ates in such matters. 

Massive breast hypertrophy in adolescence is a truly 
tragic development which I have seen three times. 
An instance which is typical, though more exag- 
gerated than the others, is that of a 12-year-old girl 
whose breasts began and completed a development 
of total breast weight of 35 lb. within a period of 
seven months. The child was seen soon after this 
catastrophic growth began, and everything available 
in therapy was tried. The child remained com- 
pletely normal in all other categories except that she 
was utterly asthenic and completely depressed and 
borne down by her pitiful burden. 

Figure 9 illustrates the desperate condition of this 
child whose only comfortable posture was seated 
when her breasts could rest on her knees. Prone, 
her respiration was seriously embarrassed by the 
dead weight of 35 Ib. of breast tissue. Lying on her 
side, the comfortable disposal of the upper breast 
was quite impossible. Bilateral mastectomy, one 
breast at a time, effected a complete cure. Patho- 
logic diagnosis was “‘diffuse adenofibrosis with hya- 
line degeneration and hypertrophy.” This was not 
a cancer. 
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BY IVAN L. BENNETT, JR., M.D. 
Yale University School of Medicine, New Haven, Conn. 


Che Problem of Aseptic Meningitis 


Although some facts in the history and some physical findings are helpful, methods presently available are not 


always adequate for making an etiologic diagnosis in cases of aseptic meningitis. With the exception of brain 
abscess and syphilis, diseases causing this syndrome are not amenable to any specific therapy. However, 


the prognosis is generally excellent. 


In THE field of infectious diseases, there is no more 
perplexing clinical problem than the patient with 
fever, headache, and stiff neck whose spinal fluid is 
found to contain an increased number of cells but 
yields nothing when cultured by routine bacteri- 
ologic methods. It is the purpose of this presenta- 
tion to discuss the common causes of so-called 
“aseptic meningitis,” to outline methods available 
for diagnosis and management, and to discuss 
briefly some of the more promising investigative ap- 
proaches to this problem. We may begin by defin- 
ing the syndrome of “aseptic meningitis” as fever, 
stiff neck, pleocytosis, negative routine culture, absent 
neurologic signs, and normal spinal fluid glucose. 

It is necessary first to limit our discussion. The 
presence of frank neurologic signs of motor or sen- 
sory impairment places our patient in another cate- 
gory, and we will not consider further such diseases 
as paralytic poliomyelitis, infectious neuronitis 
(Guillain-Barré), vascular disorders of the central 
nervous system, or rabies. These and the many 
other neurologic complications of infectious dis- 
eases have recently been described by Weinstein in 
this journal (see GP, October, 1952). 

On the basis of a single laboratory test, the cere- 
brospinal fluid sugar, we can eliminate another 


group of diseases. The presence of a decreased 
amount of glucose in a spinal fluid which appears 
sterile on routine culture limits sharply the diagnos- 
tic possibilities, and the importance of this labora- 
tory test in the diagnosis of meningitis cannot be 
overemphasized. The conditions associated with 
pleocytosis, low glucose and negative results on 
routine culture are: tuberculous meningitis, yeast 
(torula or rarer forms) meningitis, sarcoid involving 
the central nervous system or meninges, metastatic 
tumor implants in the meninges, and rare cases of 
meningeal infection with the virus of lymphogranu- 
loma venereum. 

Before leaving the subject of spinal fluid sugar, 
it may be pointed out that the mechanism of its 
reduction in these diseases is obscure; the deficit 
is not wholly explainable on the basis of consump- 
tion of sugar by the infecting organisms or utiliza- 
tion by cells of the inflammatory exudate. The best 
explanation at present is that, in these conditions, 
there occurs some alteration in the diffusion equi- 
librium for glucose between blood and spinal fluid. 
It must also be remembered that the spinal fluid 
sugar may be normal in the early stages of any of 
these diseases, a significant fall taking place only 
during a period of observation. This test, therefore, 
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should be repeated at intervals until a diagnosis is 
established or until the clinical situation improves. 
Lastly, the types of meningoencephalitis which 
occasionally follow vaccination or the exanthemata, 
particularly measles, may, in their mild forms, mimic 
meningitis. They are usually diagnosed easily by 
the history of recent inoculation or acute illness. 


Differential Diagnosis 


Several diseases must be considered in the differ- 
ential diagnosis of aseptic meningitis. These in- 
clude the following: 

Nonparalytic poliomyelitis 

Lymphocytic choriomeningitis 

Silent brain abscess 

Virus encephalitides 
Encephalitis lethargica (Von Economo's disease) 
St. Louis encephalitis 
Eastern and Western equine encephalomyelitis 
Herpes simplex meningoencephalitis 

Infectious mononucleosis 

Infectious hepatitis 

Acute syphilitic meningitis 

Mumps meningitis 

Leptospiral meningitis 

Cases due to agents not yet identified 


With the exception of herpes simplex infections, 
which are sporadic and quite unusual, the virus 
encephalitides are most likely to be encountered only 
in specific areas in epidemics and will seldom cause 
confusion. Von Economo’s disease has not been re- 
ported since 1926. Neurologic involvement is very 
frequent, and only the milder forms present as an 
aseptic meningitis. 

Infectious mononucleosis may produce primarily 
meningeal involvement and, on rare occasions, the 
icteric stage of infectious hepatitis may be preceded 
by a mild meningitis. Acute syphilitic meningitis, a 
form of neurologic relapse after inadequate arsenical 
therapy, is now disappearing. Although the fre- 
quency of central nervous system involvement in 
mumps has long been known, it is only in recent 
years that it has been appreciated that this disease 
may occur in the form of a pure meningitis. 

Lastly, increasing notice is being paid to the oc- 
currence of leptospiral meningitis in this country. 
Weil’s disease, the best known of the leptospiral 
infections, is often accompanied by physical signs 
of meningitis, and spinal fluid pleocytosis is the rule 
even in the absence of stiff neck or headache. The 
occurrence of anicteric leptospiral infections in the 
form of meningitis has received a great deal of at- 
tention in Europe for several years. Recent studies 


in this country indicate that as many as 10 per cent 
of sporadic cases of aseptic meningitis are due to 
leptospirosis. 

At the outset, it should be emphasized that the 
manifestations of these diseases are so similar that 
distinction between them on a clinical basis is or- 
dinarily well nigh impossible. Even with the best of 
special laboratory aids, including virus isolation 
techniques and serologic testing of convalescent 
serum, many cases remain undiagnosed. Presum- 
ably, these illnesses are due to viruses or other eti- 
ologic agents as yet unrecognized. A brief descrip- 
tion of each of these would result in monotonous 
repetition of material available in any standard text- 
book. A more useful approach would seem to be the 
emphasizing of the few distinctive findings in history, 
physical examination, and routine laboratory tests 
which may give a hint as to the exact diagnosis of 
the disease producing aseptic meningitis. 


History 


The season of the year during which illness oc- 
curs may be helpful. This is particularly true in the 
case of poliomyelitis, which is common during sum- 
mer and early fall, August and September usually 
being the peak months. Others which occur in sum- 
mer and early fall include all of the virus encephali- 
tides (which have insect vectors) except the lethargic 
type, and leptospiral meningitis which may occur 
at any time of the year but shows a striking spike 
during the month of August. 

Mumps and lymphocytic choriomeningitis are 
commonest during the winter and spring months. 
Herpes and syphilis have no seasonal incidence. 
Infectious mononucleosis and virus hepatitis are so 
common throughout the year that season is of no 
particular help in their diagnosis. 

A definite past history of mumps is an aid in rul- 
ing out this disease. Second attacks have been re- 
corded but they are exceptional. 

A careful description of symptomatology preced- 
ing the onset of meningeal signs may be helpful. 
Poliomyelitis and lymphocytic choriomeningitis are 
biphasic illnesses. Although most textbooks state 
that a clear-cut history of a minor illness followed 
by a major illness can be elicited in only about 20 
per cent of adults with poliomyelitis, the writer has 
been impressed by the frequency with which careful 
questioning will reveal that patients with this dis- 
ease have experienced a definite remission of symp- 
toms for a short period of time during the first few 
days of illness. The biphasic character of lympho- 
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cytic choriomeningitis may not be appreciated unless 
one realizes that the first phase of this disease (which 
consists of predominantly grippe-like upper respira- 
tory symptoms) is prolonged, lasting as long as 
three weeks. This subsides gradually and, after a 
day or two, there is sudden onset of meningitis. 
The dramatic character of the second illness may 
so overshadow the mild difficulties of preceding 
weeks that their true significance is completely 
passed over. Although European writers have 
stressed a biphasic febrile course in leptospiral in- 
fections, such has not been the experience in this 
country. 

Symptoms of sore throat, lymphadenopathy, or rash 
should suggest infectious mononucleosis. A number 
of patients with leptospiral meningitis may also 
show a transient eruption usually lasting only about 
twenty-four hours. Marked anorexia may be the 
only symptom of early infectious hepatitis. An un- 
usual amount of back or leg pain is highly suggestive 
of poliomyelitis. 

Muscle pain similar to that in full-blown Weil’s 
disease occurs in occasional patients with lepto- 
spiral meningitis. History of luetic infection, such 
as a primary lesion, secondaries, inadequate treat- 
ment, or positive serology, should be inquired about 
very carefully. 

Exposure to various animals may give some hint. 
Mice are the reservoir of lymphocytic choriomenin- 
gitis. Dogs, rats,and swine are carriers of leptospirae, 
the organisms being disseminated by urine usually 
through contamination of water on floors or in stag- 
nant ponds. A history of exposure to these animals, 
swimming in stagnant water, or of an occupation such 
as veterinary medicine, poultry-dressing, fish-cut- 
ting, sewer-work, etc., is suggestive of leptospiral 
disease. Leptospirosis is so common among fish- 
workers in Britain that it is classed as an occupa- 
tional disease for which employees may claim com- 
pensation. 

Aseptic meningitis in a pregnant woman is very 
likely to be poliomyelitis. Leptospirosis is predom- 
inantly (in some series as high as 90 per cent) a 
disease of males. While occupational exposure may 
account for much of this disproportion, there is 
also some evidence that sex alone is a factor in re- 
sistance to this infection. 

Finally, an attempt should be made to determine 
the presence of any condition which might predis- 
pose to brain abscess. These conditions include 
recent pneumonia, chronic lung disease or empyema, 
congenital heart disease, bacterial endocarditis, otitis, 
and sinusitis. 
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Physical Examination 


Patients with aseptic meningitis are acutely ill 
but they generally do not appear as sick as the 
usual patient with a pyogenic bacterial meningitis. 
There is nothing distinctive about the temperature 
other than the fact that a fever of more than 101 
degrees is unusual in acute syphilitic meningitis; 
some patients with this disease run an afebrile 
course. 

Careful search for rash is important; of all this 
group of diseases, infectious mononucleosis and 
leptospirosis are most likely to produce skin erup- 
tions. The rash of leptospiral disease may be very 
transient, lasting only a few hours. It usually con- 
sists of erythematous, blotchy lesions. Infectious 
mononucleosis may be accompanied by a variety of 
skin lesions, the commonest being a morbilliform 
eruption. Recent analysis of large numbers of cases 
has yielded the somewhat surprising information 
that skin rashes occur in nearly a third of adults 
with poliomyelitis. 

The presence of icterus suggests infectious mono- 
nucleosis or one of the rare instances of meningeal 
involvement complicating virus hepatitis. While 
icterus occurs with Weil’s disease, it is absent in the 
pure meningeal form of leptospirosis. 

European writers have stressed the common oc- 
currence of herpes lalnalis in leptospirosis; the pres- 
ence of these lesions may be the first hint leading 
to this diagnosis. 

Significant lymphadenopathy or pharyngitis, of 
course, brings infectious mononucleosis to the fore- 
front as a possibility. Careful palpation of the sub- 
maxillary salivary glands may reveal tenderness and 
swelling which the patient has not noticed; this 
may be the only evidence of mumps in patients 
with aseptic meningitis. 

Examination of the eyes can yield useful hints. 
Conjunctival suffusion or episcleritis is extremely 
common in patients with leptospiral meningitis. In 
cases showing only mild infection, this may be over- 
looked unless its diagnostic significance is appreci- 
ated. If ophthalmoscopic examination reveals blur- 
ring of the discs or frank papilledema, brain abscess 
and syphilis must be considered strongly. Papil- 
ledema is very common in acute syphilitic menin- 
gitis; indeed, these patients are often first hospital- 
ized on neurosurgical services because of suspected 
brain tumor. Swelling of the optic discs has also been 
reported in lymphocytic choriomeningitis, but it is 
extremely rare. 

Three of these diseases which produce the picture 
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of aseptic meningitis are occasionally accompanied 
by clinical or roentgenographic evidence of pneu- 
monia. These are infectious mononucleosis, lympho- 
cytic choriomeningitis, and leptospirosis. Pulmon- 
ary manifestations are by no means common but, if 
present, may add weight to the clinical diagnosis. 

Hepatomegaly and splenomegaly suggest virus hep- 
atitis or infectious mononucleosis. Although jaun- 
dice is not common in the latter disease, liver in- 
volvement, as manifested by hepatic enlargement or 
derangement of liver function tests, is seen in 25 to 
40 per cent of cases. It is of some interest that 
splenomegaly was present in the first described case 
of Weil’s disease although it has subsequently been 
found to be very unusual in this infection. Enlarge- 
ment of the spleen is seldom present in meningeal 
leptospirosis. 

An early mumps orchitis may be missed entirely 
on the initial examination of a patient with menin- 
gitis unless it is specifically looked for. 

Lastly, careful neurologic examination, with close 
attention to reflexes, muscle strength, and the pres- 
ence of muscle spasm, is of utmost importance in the 
early recognition of acute poliomyelitis. It is not 
advisable to undertake muscle-testing in a detailed 
manner while a patient is acutely ill, but with sub- 
sidence of fever in a patient with aseptic meningitis, 
it is often possible to detect enough in the way of 
slight focal weakness to establish that the illness 
was poliomyelitis. 

It must be admitted that the physical signs de- 
scribed above are absent in many patients with asep- 
tic meningitis, but attention to detail will often re- 
ward the careful observer with a lead in this difficult 
clinical problem. 


Routine Laboratory Studies 


The leukocyte count in the peripheral blood is usu- 
ally entirely normal. In the case of infectious mono- 
nucleosis, the presence of atypical cells or, early in 
the disease, a marked leukopenia, may be helpful. 
It is of some interest that the white count in lepto- 
spiral meningitis is normal although striking leuko- 
cytosis is the rule in Weil’s disease. No reason for 
this peculiar difference is apparent. Patients with 
brain abscess may show a leukocytosis but this is 
not always present. 

The spinal fluid examination reveals some increase 
in protein and, early in all of these diseases, includ- 
ing poliomyelitis, there may be a considerable num- 
ber of polymorphonuclear cells present, although 
mononuclear cells soon predominate. The number 


of cells is occasionally helpful; it is unusual to find 
more than 300 in leptospiral meningitis, a cell 
count of over 500 virtually rules out poliomyelitis, 
and of all these infections, lymphocytic choriomen- 
ingitis is able to produce the highest cell counts. A 
count of 2,000 to 3,000, with 98 to 100 per cent 
mononuclear cells, is diagnostic of lymphocytic 
choriomeningitis. The cerebrospinal fluid glucose is 
normal and has been discussed. Lastly, the results of 
serologic tests for syphilis performed on spinal fluid 
in meningitis must be interpreted with caution, 
since false positives may occur in any inflammation 
of the meninges. 

It should be remembered that infectious mono- 
nucleosis often produces a false positive serologic 
test for syphilis in the peripheral blood. 

Liver function tests are abnormal in a significant 
number of patients with infectious mononucleosis 
and, of course, in anicteric virus hepatitis. In none 
of the other diseases under consideration is there 
any regular occurrence of hepatic abnormalities. 

Only one other test might be considered at all 
useful in these patients. There is now available a 
skin-test antigen for mumps which produces a de- 
layed, tuberculin-like reaction in patients who have 
previously had the disease. A positive skin test early 
in the course of aseptic meningitis effectively rules 
out mumps as the etiologic agent on the basis of 
the rarity of second infections. A negative skin test 
indicates susceptibility to this infection but this, of 
course, is not diagnostic. A very serious drawback 
in the use of this test is the fact that the injection 
of antigen for skin-testing is capable of stimulating 
the production of complement-fixing antibodies 
which will be a source of much confusion if serum 
is tested during convalescence. 

Urinalysis, erythrocyte sedimentation rate, etc., 
are ordinarily within normal limits and are of no 
aid in specific diagnosis. 

It is apparent that if brain abscess is suspected, 
roentgenographic studies of the skull, employing 
procedures such as ventriculography, may be diag- 
nostic. 


Special Laboratory Studies 


What then of special tests to establish the correct 
diagnosis of the etiology of aseptic meningitis? 
Most of the available techniques are dependent 
upon the isolation of a specific infectious agent or 
the demonstration of specific antibodies during con- 
valescence. Before discussing these various tests, it 
is to be emphasized that serum collected during the 
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acute illness should be saved in every case of aseptic 
meningitis so that it can be tested at the same time 
convalescent serum is examined and the presence of 
a rising titer determined. 

The development of heterophil antibodies estab- 
lishes the diagnosis of infectious mononucleosis. 
The appearance of these may occasionally be de- 
layed for several weeks. 

Although leptospirae can be isolated from blood, 
spinal fluid, and urine, the cultivation of these or- 
ganisms is possible only in special media which are 
difficult to prepare and are unavailable in most 
laboratories. A rise in serum agglutinins is demon- 
strable in these patients but, since this test must be 
performed with living organisms, it is necessary to 
send paired serums to a laboratory where the test 
is done. A recently developed complement-fixation 
test for leptospiral infections is probably going to 
replace these other procedures in the near future. 

Mumps virus has occasionally been isolated from 
the blood or spinal fluid of patients with aseptic 
meningitis, but this procedure is hardly practical. 
A rise in complement-fixation titer establishes the 
diagnosis; this test is simple, reliable, and is avail- 
able in most state health department laboratories. 

The diagnosis of lymphocytic choriomeningitis 
may be made by isolating the virus in mice and by 
the demonstration of complement-fixing antibodies, 
which appear during the second or third week, or 
neutralizing antibodies, which appear at about the 
sixth week. 

The various virus encephalitides (with the excep- 
tion of encephalitis lethargica) can be diagnosed by 
complement-fixation tests or by testing the ability 
of convalescent serum to protect animals against in- 
fection with virus (neutralization test). There is no 
specific test for encephalitis lethargica, and no 
causative virus was ever isolated during outbreaks 
of this disease. 

Until recently, the only specific test for poliomye- 
litis consisted of isolation of virus from pharyngeal 
washings or stool specimens by inoculation into 
monkeys, a procedure obviously not feasible on a 
routine basis and also of little help during the acute 
illness. Recently, however, two promising tech- 
niques, which may render possible the establishment 
of a diagnosis of poliomyelitis during the acute 
disease, have been developed. 

The first is a complement-fixation test. There is 
much evidence that the first or minor phase of 
poliomyelitis is accompanied by a viremia and that 
the formation of antibodies begins before any illness 
recognizable as poliomyelitis develops in the patient. 
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By the time patients become ill with the clinical 
disease, specific antibody, demonstrable by the 
complement-fixation test, is already present. There 
are many problems to be solved and technical de- 
tails to be worked out before this test can be relied 
upon, but the outlook is hopeful. 

The second method consists of rapid isolation of 
virus through the use of tissue cultures. While 
again there is much to be done before such a tech- 
nique can be used on a large scale in the routine 
diagnosis of this disease, a great deal of progress 
has been made in development of a practical and 
easy form of this test. The writer has recently had 
opportunity to observe the isolation in tissue culture 
of poliomyelitis virus from the stool of a patient 
within four days. By the eighth day, the virus had 
been specifically identified as a Lansing type. This, 
of course, was an exceptionally fortunate example 
of what can be done, and it will probably be some 
time before such results are at all routine. 


Management and Prognosis 


With the exceptions of penicillin for syphilis, 
and of brain abscess, which can be controlled until 
ready for surgery and occasionally even cured by 
antibiotics, there is no specific therapy available for 
the diseases which produce the syndrome of aseptic 
meningitis. 

Symptomatic treatment in the form of relief of 
headache by codeine (aspirin is not recommended 
because the subsidence of fever is one of the prime 
criteria for improvement in these diseases), seda- 
tion, relief of nausea, and maintenance of fluid in- 
take, plus repeated observation for the development 
of any diagnostic physical sign or of a lowering of 
spinal fluid glucose (thus altering both diagnosis 
and prognosis) constitute the only measures that are 
needed. 

Fortunately, infectious mononucleosis, lepto- 
spirosis, mumps, lymphocytic choriomeningitis, 
nonparalytic poliomyelitis, and the milder forms of 
virus encephalitis are diseases which run their course 
in from one to three weeks and in which mortality 
is virtually nil. Indeed, the clinical syndrome (ex- 
cept for brain abscess) which we have been discus- 
sing is often called “benign aseptic meningitis.” 
Therefore, despite the many difficulties and un- 
certainties in making a specific diagnosis, if the cri- 
teria set forth for aseptic meningitis are present, the 
physician is justified in taking a cautiously opti- 
mistic view in discussing the prognosis with the pa- 
tient’s family. 
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Future Progress 


It has already been mentioned that many pa- 
tients with aseptic meningitis who are subjected to 
the battery of tests outlined above recover complete- 
ly, and no definite diagnosis is established. It would 
seem, therefore, that a brief word might be in order 
about the lines of investigation which may eventu- 
ally enable us to clarify these obscure cases. Re- 
membering the examples of mumps and leptospiro- 
sis, there is always the possibility that it will be 
recognized that other well-known and relatively 
common diseases may produce a pure meningitis. 

A possible example of this may be the interesting 
disease, ‘‘cat-scratch fever,” which is now becom- 
ing widely recognized as a cause of regional lym- 
phadenitis. 

It has recently been reported that a few cases of 
what appears to be an encephalitis due to this agent 
(presumed viral) have been observed, and it is well 
within the realm of possibility that an “aseptic 
meningeal” form of cat-scratch disease may exist. 

There is also the probability that new etiologic 


agents, particularly viruses, will be isolated. Many 
readers may already have noted the lack of mention 
of Coxsackie viruses in the discussion thus far. The 
first isolation of this virus in 1948 was from patients 
with a clinical diagnosis of nonparalytic polio- 
myelitis, i.e., aseptic meningitis. Because of this and 
many subsequent studies in which the virus was 
found in patients presenting these clinical findings, 
it was postulated that Coxsackie virus might be 
capable of producing a disease similar to poliomye- 
litis, and this view has been widely advertised. Ex- 
tensive studies during the ensuing four years, how- 
ever, have demonstrated first, that many patients 
have simultaneous infections with both poliomyelitis 
and Coxsackie virus and, secondly, that Coxsackie 
viruses are easily isolated from completely asympto- 
matic individuals in areas all over the world. These 
facts necessitate a careful evaluation of evidence 
before any disease resembling poliomyelitis is at- 
tributed to this virus. We have reached a state where 
it has become much easier to isolate new viruses 
than to assign them as specific etiologic agents to 
specific diseases. 


IN ABDOMINAL injury, a white blood cell count above 20,000 should 
arouse suspicion of injury to the spleen. 


Procroscopy is safest and most informative when performed after 
good preparation, in the conscious patient, not in the lithotomy po- 
sition and when there is no bleeding or spasm. 

MEDICAL A man’s claim regarding the use of alcohol should be doubled, a 
woman’s tripled or quadrupled and a teetotaler’s entirely discredited. 
MAXIMS 
MorpHINE is contraindicated in acute blast injuries because it ob- 
scures abdominal and cerebral complications and tends to accentuate 
pulmonary edema. 


FOR 


EVERYDAY 
A SKIN sensitivity reaction may be due to a past event as well as a 
APPLICATION present disturbance. 

SPREADING malignancy often skips adjacent lymph nodes to progress 
into the abdominal or thoracic cavity. 


Muscutar pulp, because of its content of nonferric derivatives of 
hemoglobin, has a noticeable healing effect on wounds. 


—WiuuM S. Reveno, M.D., 711 Medical Maxims, Charles C Thomas 
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BY W. E. HENRICKSON, M.D. 
Poplar Bluff, Missouri 


Shortage of trained nurses in a small hospital can be partially compensated by training auxiliary personnel and 
by using a “standard formula” for infant feeding. The use of such a formula gave excellent clinical results for 
180 sick infants and for ten well infants admitted to a 100-bed hospital. 


AN AcuTE shortage of nurses confronts every small 
hospital today. This lack of trained personnel cre- 
ates serious problems for an institution that is trying 
to maintain high standards of medical care. In no 
realm is the problem more serious, nor more diffi- 
cult of solution, than in pediatrics. The purpose of 
this paper is to report measures that we have found 
helpful in solving the problem, and that might 
therefore be of interest to other small hospitals 
faced with a similar situation. 

Our hospital has one hundred beds. The Depart- 
ment of Pediatrics has ten bassinets, eight cribs, and 
seven full-sized beds. The department is on the 
ground floor, while the newborn nursery is on the 
third floor. Most of the infants admitted to the De- 
partment of Pediatrics are those who become ill 
soon after birth at home, premature infants from our 
own newborn nursery, and infants sent in from out- 
lying areas for treatment or other care. 

We have no resident physician nor intern pro- 
gram. One physician is in charge of the entire 
pediatrics department. Patients admitted are worked 
up as outlined by Brennemann. A complete history 
and physical examination, complete blood count, 
Kahn test, and urinalysis are performed routinely. 


Nonprotein nitrogen, carbon-dioxide-combining 
power, blood chloride, blood sugar, and blood pro- 
tein tests are performed as indicated. Techniques 
for microdeterminations are presently being per- 
fected. The factor of expense is of considerable im- 
portance with our patients. Therefore, we make 
every effort to avoid unnecessary laboratory work. 
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Utilization of Auxiliary Personnel 


An important facet of our solution of the problem 
of the shortage of nurses has been training of auxili- 
ary personnel. These consist of “practical nurses” 
—persons without previous training who have had 
six months’ instruction in pediatrics, consisting of 
one hour’s lecture per day by a physician, and three 
hours of lectures by a registered nurse. In addition, 
they have had four hours’ instruction in the Depart- 
ment of Pediatrics under the supervision of the head 
nurse. Two of each group receive special instruction 
in the preparation of infant formulas. 

Nursing service for the Department of Pediatrics 
is provided by one registered nurse, who acts as the 
floor supervisor during the day, and by four prac- 
tical nurses. There are two practical nurses on a 
7:00 a.m. to 3:00 p.m. shift, and one practical nurse 
on each of two other shifts. The practical nurses who 
have received special training alternate in the 
preparation of the infant formulas. 


Need for a Simple Feeding Formula 


In most hospitals, special formulas are prepared 
for infants of different age groups and weights. As- 
suming that we might have at a given time eight in- 
fants on our service, ranging in age from 1 to 7 


months, eight different formulas would be required 
if we followed the customary procedure. Even with 
the different formulas properly marked, this would 
constitute a definite burden on the formula-room 
nurse. For infants admitted at night, proper prep- 
aration of the formula would present a problem. 

The preparation of infant formulas always con- 
stitutes one of the major tasks of the nursing per- 
sonnel on a pediatric service, a task multiplied by 
the number of different formulas used. It appeared 
to us that if the formula could be standardized and 
simplified, so that opportunity for error would be 
eliminated and the labor involved in preparation of 
the formula reduced to a minimum, more time could 
be devoted to the actual care of patients. We there- 
fore conducted a search for a simple but rational 
standard formula that would prove suitable in the 
majority of infants admitted to the hospital. In this 
we believe we have succeeded. 


Feeding Routine 


As the “standard formula” for infants admitted to 
the pediatric service, we chose a ready prepared 
liquid product (Lactum) diluted with an equal part 


of water. This product is an evaporated, canned 
preparation made from cow’s milk and carbohy- 
drate, with added vitamin D. Its protein content is 
generous, supplying 16 per cent of the calories, so 
that in the recommended dilutions it fully meets the 
recommended daily allowances of the Food and 
Nutrition Board of the National Research Council. 

The 1:1 dilution of the canned material is con- 
stant in composition, and this is in line with the 
trend toward use of a stabilized formula having bal- 
anced caloric distribution. There seem to be definite 
advantages in keeping infants on a formula that is 
constant, and in thus avoiding the necessity for the 
infant to adapt himself to an ever-changing formula. 

As is the case with breast milk, the “standard 
formula” is kept fairly constant in composition. The 
only alterations that we ever find it necessary to 
make are the addition of calcium caseinate in cases 
of diarrhea, and dilution of the formula in various 
stress situations or when it is desired to provide 
more fluid by means of the formula. There are cer- 
tain other exceptions, as follows: 

1, Prematures are placed on a special high protein 
product containing a single purified vegetable oil 
as its source of fat (Olac), plus plasma. 

2. Infants who are severely dehydrated or acidotic 
as a result of diarrhea, or who cannot retain oral 
feedings are given appropriate parenteral therapy 
until their fluid and electrolyte abnormalities are 
corrected and they can retain food by mouth. They 
are then placed on the “standard formula” with 4 
packed level tablespoonfuls of calcium caseinate to 
the 24-hour formula. 

3. Infants with diarrhea who are not severely de- 
hydrated or acidotic and who can retain oral feed- 
ings are immediately placed on the “standard for- 
mula,” plus 4 packed level tablespoonfuls of calcium 
caseinate to the 24-hour formula. 

4. Infants with metabolic abnormalities, such as 
cystic fibrosis of the pancreas, celiac disease, or 
chronic galactosemia, are placed on special formu- 
las after diagnosis is confirmed. Thus, infants with 
celiac disease are given an initial formula consisting 
of protein milk and banana powder. Infants with 
cystic fibrosis of the pancreas are given a formula of 
protein milk and casein hydrolysate and, in addi- 
tion, pancreatin. If chronic galactosemia is en- 
countered, the baby is given a milk substitute not 
containing lactose, since infants with this metabolic 
abnormality are unable to utilize lactose. 

The amount of the “standard formula” is ad- 
justed to the child’s age and weight. From July 15, 
1951, to November 1, 1952, all infants were placed 
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diagnosis number of cases 

Infectious diarrhea 91 
Pneumonia of lobar distribution 21 
Burns 14 
Pyloric stenosis 8 
Congenital heart disease 5 
Atresia of common bile duct 1 
Pylorospasm 12 
Hydrocephalus 2 
Spina bifida 1 
Allergy 10 
Well babies 10 
Miscellaneous 15 

190 


on the “standard formula” on admission. During 
this period, 190 infants between birth and 12 
months of age were admitted. Diagnoses on admis- 
sion are shown in Table 1. 

Babies were put on the “standard formula” for 
the purpose of the study regardless of whether they 
were breast fed or bottle fed. Mothers whose babies 
had been on the breast were put on a “dry breast 
routine” employed by our Department of Obstetrics 
and Gynecology. 

Weight of the infants on admission varied from 5 
to 20 pounds. All were given additional water- 
soluble vitamins and a drop-dosage iron prepara- 
tion. Additional foods, such as cereal, egg yolk, 
fruits, and vegetables, were given, beginning at 3 
months of age. 

The formula was sterilized by the terminal heat- 


Table 2. Results with 190 full-term infants on “standard formula.” 


ing method. Nipples were covered with paper covers 
and placed in a specially constructed kettle and 
rack, and boiled with the sterilizer covered for 
twenty-five minutes—the “nonpressure method” of 
the American Hospital Association. Formulas were 
allowed to cool to room temperature, then placed 
in the refrigerator. 


Results 


Only 5.8 per cent of the patients regurgitated, 
and only 5.3 per cent vomited at any time (Table 2). 
Only 1.5 per cent of the infants in the study, ex- 
clusive of those admitted with diarrhea, had loose 
stools at any time. Only 3.7 per cent had what is 
commonly termed “colic.” Nurses were specially 
instructed to record any untoward symptoms in 
their charting of the patients at the time of feeding. 
In no case of regurgitation or vomiting was this 
symptom noted after the first four feedings of the 
“standard formula.” Even the breast-fed babies ad- 
mitted to the service and put on the “standard for- 
mula” did not reveal untoward symptoms. 

All stools were considered to be*normal if they 
were soft and partially to wholly formed and if there 
were not more than two a day. There was no diar- 
rhea in any of the infants except in those patients 
whose diagnosis on admission was infectious diar- 
thea. The carbohydrate present in the “standard 
formula” did not seem to prolong diarrhea in any 
instance. Calcium caseinate was added to the for- 
mula of patients with diarrhea to provide additional 
bulk and to increase the tendency toward formed 
stools. Although carbohydrate has sometimes been 


average average average 
number weight days in weight regurgi- vomit- loose 
age cases admission hospital discharge tation ing stools colic 
Birth 14 7.1 9.0 2 1 0 3 
1 mo. 36 8.6 5.72 s 2 2 i?) 1 
2 mo. 27 10.4 474 10.6 2 3 1 1 
3 mo 12 12.0 8.0 12.4 1 2 1 0 
4 mo. 10 13.4 7.4 13.7 1 1 1 1 
5 mo. 14 14.6 49 14.9 1 1 0 i) 
6 mo. 8 15.3 6.0 15.5 1 0 0 1 
7 mo. 19 16.7 4.0 16.9 0 0 0 i?) 
8 mo 11 17.5 6.0 17.8 1 i?) te) 0 
9 mo. 10 18.4 3.2 18.6 0 0 0 0 
10 mo. 8 19.6 5.0 19.8 0 i) 0 0 
11 mo. 11 20.2 3.82 20.4 
12 mo 10 22.4 4.2 22.6 0 0 0 i?) 
190 5.5 11=5.8% 10=5.3% 3=16% 7=3.7% 
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Table 3. Nutritional characteristics of various milks and formulas. 


protein 


% 


fat 


Human milk 

Fluid whole milk 

Fluid whole milk, 4 parts, to water, | part 
Evaporated milk 

Evaporated milk, 13 parts, to water, 19 parts 
Lactum \ 

“Standard Formula” 


4.0 
3.9 
3.1 
7.9 
3.2 
5.2 
2.6 


suspected of contributing to diarrhea, we have been 
convinced that inclusion of adequate added carbo- 
hydrate in the formula during stress periods, such 
as diarrhea, is definitely advantageous. 

The average weight gain per day was 3 ounces for 
all patients admitted to the hospital. Although this 
figure may appear small, it should be recalled that 
it covers the entire length of stay in the hospital and 
includes in its calculation weight loss of ill patients. 

Records were not made of height and head cir- 
cumference because of the short stay in the hospital, 
the average hospital period for the 190 patients be- 
ing only 5.5 days. Frost and Jackson, in their re- 
port of fifty-seven infants who were observed for a 
period up to 10 months of age while receiving simi- 
lar formulas, found infants to have a mean height 
and weight curve slightly above normal, and a nor- 
mal or superior picture of development. 


A great variety of infant formulas have been em- 
ployed since the dawn of antiquity. Changes in the 
practices of infant feeding have not always been 
synonymous with progress. As Lynch and Snively 
have pointed out, “The practices of the ancient 
Egyptians . . . appear far superior to those of Eu- 
ropeans of many centuries later when viewed in the 
light of modern pediatric knowledge.” 

Evaporated milk and carbohydrate formulas have 
long been one of the most popular and widely used 
foods in the feeding of infants. The percentages of 
total calories supplied by the protein, fat, and car- 
bohydrate of our “standard formula” are as follows: 
protein, 16 per cent; fat, 34 per cent; carbohydrate, 
50 per cent. This distribution of calories corre- 
sponds approximately to that of the cow’s milk and 
carbohydrate formulas that have been fed success- 
fully for so many years, and is in full accord with 
modern medical opinion as an ideal feeding for 
full-term infants. 


Certainly the incorporation of sufficient addi- 
tional carbohydrate in the formula is important 
from the following standpoints: 

1, Carbohydrate provides needed calories for en- 
ergy, and is the preferred nutritional element for 
the supplying of such calories. 

2. Carbohydrate promotes normal fat metabolism, 
since “fat burns in the flame of the carbohydrate.” 
Its presence in adequate amounts thus tends to 
prevent the development of ketosis should illness 
develop. 

3. Carbohydrate exerts a definite protein-sparing 
action. 

4. Carbohydrate promotes normal water balance 
when used in the proper amount. 

5. It is the milk content of the formula, whether 
this be evaporated or fluid whole milk, that con- 
tributes to its electrolyte or mineral content. Ob- 
viously, therefore, the electrolyte content of the for- 
mula will be in direct proportion to the amount of 
milk contained in the formula. If one depends on 
milk to provide all the calories in the formula, one 
will automatically have a formula that contains 140 
per cent of the electrolyte of the usual milk-carbo- 
hydrate formula. Incorporation of added carbohy- 
drate enables the physician to avoid the use of for- 
mulas excessively high in milk and hence unduly 
high in electrolyte. 

The avoidance of formulas unduly high in elec- 
trolyte may be important, since such formulas have 
been said to favor hyperelectrolytemia and to de- 
crease the margin of safety against dehydration, an 
ever-present hazard of infancy. The problem of hy- 
perelectrolytemia has been covered by Rapoport. 

Table 3 shows per cent protein, carbohydrate, and 
fat, weight/volume, and calories per ounce of 
various formulas. 

Chart 1 on page 51 shows the caloric distribution 
of the same milks and formulas. 

In only one patient admitted during the sixteen- 
month period of the study was it necessary to em- 
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ploy a formula other than the “standard formula.” 
This exception was a child with congenital atresia of 
the common bile duct. Prior to operation, the infant 
could not tolerate any formula. After operation, 
numerous formulas were tried, and finally a high- 
protein—vegetable-fat formula was employed, which 
the baby accepted well. At the present time, six 
months after operation, this infant is 9 months old 
and weighs 22 pounds, 14 ounces. His appetite is ex- 
cellent. When fed other formulas, he develops 
gastrointestinal disturbances and has a liquid yellow 
stool after each feeding. 

On their release from the hospital, all infants were 
put back on their admission formula. Breast babies 
are given either the “standard formula” or our rou- 
tine evaporated-milk—carbohydrate discharge for- 
mula. 

Careful tests have shown that much time is saved 
in the preparation of the “standard formula” as 
compared to the preparation of a complete powdered 
formula product. 

Spattering is reduced to a minimum in the prepa- 
ration of the “standard formula,” since little mixing 
is required. Likewise, use of a liquid formula product 
largely eliminates time-consuming and _ tedious 
cleansing of mixing equipment. 


Illustrative Case Histories 


Case 1. A 1-month-old male was admitted with a 
history of vomiting, weight loss, and fever. He had 
been born in the hospital by Cesarean section. His 
birth weight was 7 pounds, 2 ounces. While in the 
hospital nursery, he vomited occasionally. The 
mother was instructed to bring him back if this be- 
came worse, which it did. 

On admission, the baby was found to be poorly 
nourished and dehydrated, crying severely, ap- 
parently in pain, and quite hungry. Weight was 
6 pounds, 4 ounces. He was offered the “standard 
formula” and, immediately after taking two ounces, 
vomited. Abdomen was flat and a peristaltic wave 
moving from left to right was observed. A small 
nodule was palpated just below the costal margin 
within the right mammary line. 

The stomach was gavaged with normal saline. 
Blood chemistry determinations (chlorides, carbon- 
dioxide-combining power, and nonprotein nitro- 
gen) were performed and the fluid balance corrected. 
When the values approached normal, the infant was 
given a clysis of 5 per cent dextrose in normal saline 
and was prepared for barium studies. The barium 
studies revealed that the stomach had not emptied 
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after a period of six hours. The stomach was lavaged 
at this time. 

A diagnosis of pyloric stenosis was made. Opera- 
tion confirmed the diagnosis, and a Ramstedt resec- 
tion was done. Postoperative course was uneventful. 
Sips of sterile water were given for twenty-four 
hours, then an ounce of 5 per cent dextrose and 
saline every three hours with 10 per cent invert 
sugar and saline by clysis for twenty-four hours. 
Then Lactum, diluted 1:2, was given every three 
hours for three days. Following this, the “standard 
formula”—24 ounces with 4 tablespoonfuls of added 
calcium caseinate—was offered, 2 ounces every three 
hours. The patient was kept on this formula for four 
days, then placed on the “standard formula” every 
three hours. He was discharged after twenty-five 
days, fully recovered, weighing 8 pounds, and 9 
ounces. 

Case 2. A 14-day-old male was admitted with a 
history of vomiting, diarrhea, and weight loss for 
the past three days. The stools had been loose and 
watery. On admission to the hospital, they were 
greenish, with no evidence of blood. The infant was 
breast fed. On physical examination, he was found 
to be acutely ill, flaccid, dehydrated, pale, and 
cyanotic. The eyeballs and fontanel were sunken, 
and hyperpnea was present. The abdomen was 
markedly distended, temperature was 101.2° F. 
rectally, hemoglobin was 17.6 Gm. The red blood 
cell count was 5,400,000, white blood cell count 
was 14,000, and the carbon-dioxide-combining pow- 
er was 15 volumes per cent. Admission diagnosis 
was epidemic diarrhea of the newborn. 

Hartmann’s lactate-Ringer’s solution and 5 per 
cent dextrose in normal saline were given. Nothing 
was administered by mouth except medication for 
the symptomatic relief of diarrhea. Oxygen was 
given. 

The infant responded well. After thirty-six hours, 
he was started on a 1:2 dilution of Lactum plus 
calcium caseinate, two ounces every two hours. Ox- 
ygen was discontinued at the end of the third day. 
The diarrhea abated. At the end of the seventh day, 
the patient was placed on the “standard formula” 
with added calcium caseinate. Weight at this time 
was 6 pounds, 12 ounces. At the end of the four- 
teenth day, the patient was discharged on an 
evaporated milk and carbohydrate formula. 

Case 3. A 2-month-old white male was admitted 
with a history of weight loss, vomiting, and fever for 
the past two weeks. He had been discharged from 
the hospital on an evaporated-milk—carbohydrate 
formula, and had been well up to one week prior to 
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the present illness, at which time he would spit up 
occasionally and regurgitate most of his formula. 

Physical examination revealed a poorly nourished, 
lethargic infant. There was a pronounced loss of 
turgor, with a weight of 7 pounds, 12 ounces. Tem- 
perature was 99.6° F. rectally. Hemoglobin was 14.4 
Gm., RBC 4,600,000, and WBC 15,000. Admission 
diagnosis was malnutrition. 

The patient was given 5 per cent dextrose in 
saline, plus a hematinic orally. He was put on the 
‘standard formula.” He took the formula well, and 
was released at seven days with the weight of 9 
pounds, 13 ounces, a gain of 2 pounds. Discharge 
formula was evaporated milk and carbohydrate. 

Case 4. A 4-week-old white male was admitted 
with the complaint of vomiting for one week. Ad- 
mission weight was 7 pounds, 2 ounces. Physical 
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examination revealed an infant who was fretful and 
continually sucked his fists. He was given four 
ounces of the “standard formula” which he took 
well. About one hour afterward, he vomited most of 
the formula. There was no evidence of peristaltic 
waves or palpable nodule. Barium studies revealed 
no filling defect or abnormalities, and the stomach 
emptied well in four hours. 

The infant was then placed on the “‘standard for- 
mula,” two ounces every two hours. He did well 
except for occasional regurgitation. After forty- 
eight hours, he was placed on a three-hour schedule, 
plus sedation. He was released in five days on the 
**standard formula.” Discharge weight was 7 pounds, 
3 ounces. Final diagnosis was pylorospasm. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


WHEN needles have been used for injections or for drawing 
blood, after they have been cleansed, instead of dropping them 
in a basin or other hard container, try using the gadget shown 
in the accompanying picture. It consists of the metal case for a 
2-inch roll of adhesive, topped with several thicknesses of 
gauze. The needles are inserted into the gauze like pins in a 
pin cushion. 
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Practical Aspects of Inguinal Hernia 


BY PHILIP THOREK, M.D. 
Chicago, Illinois 


An indirect inguinal hernia is an embryologic defect resulting from failure of obliteration of the funicular 
process. The hernia has a constricted neck—is susceptible therefore to strangulation. A direct inguinal hernia 
results from weakening of the transversalis fascia in the region of Hesselbach’s triangle. It has a wide neck 


and is therefore less susceptible to strangulation. 


Unt such time when congenital defects can be 
controlled in utero, and until such time when tissue 
weakness can be controlled in adulthood, so long 
will inguinal hernia present a problem to the 
physician. Enough has been written about in- 
cidence and recurrence of hernias; hence this does 
not bear repetition. It is unfortunate that the 
practical aspects, which are the most important, 
have been relegated to the background by numerous 
articles dealing with confusing statistical data. 

To understand the pathologic physiology and 
surgical anatomy of inguinal hernias, one must 
recall the nine layers of the inguinoabdominal 
region and then superimpose upon this, the story 
of the descent of the testicle. These are (Figure 1): 

1. Skin 

2. Superficial layer of superficial fascia (Camper’s 

layer) 
. Deep layer of superficial fascia (Scarpa’s layer) 
. Aponeurosis of external oblique muscle 
. Internal oblique muscle 
. Transversus abdominis muscle 
. Transversalis fascia 
. Properitoneal fat 
. Peritoneum 


Spermatic cord 


Subcutaneous 
inguinal ring 


Rectus 


NINE LAYERS 
L Skin 


2 Camper's 
3.Scarpa's fascia 

4 Ext. oblique 

5 Int. oblique muscle - --#- 
6 Tranversus muscle - 

Transversalis fascia --- 


inf epigastric 


Preperitoneal fot a. and 


9 Peritoneum 
Int abdominal ring 


Figure 1. A diagrammatic presentation of the nine layers of the 
inguinoabdominal region. 


Descent of the Testicle 


In the early months of intrauterine life, the 
scrotum is undeveloped, and the testis is located 


in the abdomen (lumbar region) (Figure 2). The 
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testicle develops between the transversalis fascia 
and the peritoneum in the stratum of the properi- 
toneal fat. In the third month of intrauterine life, 
it descends from the loin to the iliac fossa, and 
from the fourth to the seventh month it rests at 
the site of the internal (abdominal) inguinal ring. 
During the seventh month it passes through the 
inguinal canal into the scrotum, preceded by a 


9. Peritoneum ---------- 


8 Preperit. 
7 Transvers. fascia” 


Con- 
joined{6 Trans. abd. muscle-~’ 


tendons int. obl. muscle ~~.” 


4 Ext. obl. muscle” 


2. Dartos i 

Shia 
Tunica 
vaginalis 


peritoneal diverticulum called the processus va- 
ginalis; its vessels, nerves, and duct are dragged 
after it. 

The gubernaculum testis is a triangular structure, 
the base of which is attached to the testis, and the 
apex to the bottom of the scrotum. Some embry- 
ologists have suggested that the testicle passes 
through the inguinal canal as a result of its being 
pulled into the scrotum by the contraction (or 
atrophy) of the musculature of the gubernaculum. 
The remnants of the gubernaculum become the 
scrotal ligament; this is a short band which con- 
nects the inferior pole of the testicle to the bottom 
of the scrotum. 


Inf. epigastric 


fasc. 
Colles 
\l2. Dartos ‘ 

Skin 


Figure 2. The nine layers as related to the descent of the testicle. 


Prior to the descent of the testicle, the vaginal 
process of peritoneum extends into the scrotum. 
This applies itself to the cord and the testicle; it 
forms an incomplete covering, since at no point 
does the processus vaginalis completely surround 
them. That part of the vaginal process which is 
applied to the testicle becomes the tunica vaginalis 
testis (vaginal portion); it remains patent. That 
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part of the vaginal process which is applied to the 
spermatic cord, between the tunica vaginalis testis 
and the abdominal (deep) inguinal ring, becomes 
the funicular process; it loses its patency and be- 
comes a fibrous cord known as the vaginal ligament. 

As the testicle descends, it encounters the 
transversalis fascia; it does not force a hole through 
the fascia, but rather pushes it ahead. In this 
way it acquires a tubular covering from the trans- 
versalis fascia called the internal spermatic fascia 
(infundibuliform fascia). 

The internal inguinal ring is that thinned-out 
part of transversalis fascia where the testicle con- 
tacted it. As the testicle continues its descent, it 
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abuts the lower border of the internal oblique muscle. 
Some of these lowermost muscle fibers are pushed 
forward, forming a series of muscular loops. In this 
way, a second covering of the cord, the cremaster 
muscle, is acquired. The testicle does not come 
in contact with the transversus abdominis muscle, 
since this structure lies on a higher level and offers 
no resistance to the descent of the gland. 

The next layer that the gland contacts is the 
aponeurosis of the external abdominal oblique 
muscle; it arrives at this point at the eighth month. 
It evaginates this aponeurosis and acquires still 
another covering of the spermatic cord, known as 
the external spermatic fascia. Thus the testis and 
the cord have acquired three coverings: (1) the 
internal spermatic fascia from the transversalis 
fascia, (2) the cremaster muscle from the internal 
oblique, and (3) the external spermatic fascia from 
the aponeurosis of the external abdominal oblique 
aponeurosis. 

The so-called “rings” are not true rings. The 
internal “ring” is a thinned-out portion of trans- 
versalis fascia, and the external “ring” is a thinned- 
out portion of the aponeurosis of the external 
abdominal oblique aponeurosis. 

The testicle next pushes Scarpa’s fascia ahead of 
it; this becomes the Colles’ fascia of the perineum. 
Camper’s fascia (panniculus adiposus) is a fatty 
layer, and since there is no fat in the scrotum, 
it is replaced by the dartos muscle. 

At the ninth month the testicle reaches the 
scrotum. 


The Inguinal Canal 


The fully developed inguinal canal is not a canal 
in the true sense of the word, but is a cleft which 
takes an oblique course through the inguino- 
abdominal region. In the adult its length is 4 to 
5 cm. The entrance to the canal is through the 
abdominal (deep) inguinal ring, which is located 
just above the center of the inguinal ligament. The 
exit is through the subcutaneous (superficial) 
inguinal ring. 

The anterior wall of the canal is formed by the 
aponeurosis of the external abdominal oblique 
muscle in its entire length and by the fleshy fibers 
of the internal oblique in the lateral half. 

The posterior wall is formed mainly by the 
transversalis fascia and by the conjoined tendon in 
its medial half; the latter structure lies in front of 
the transversalis fascia and behind the cord. 

The roof is formed by the arched lower border 
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of the internal oblique muscle and to a lesser degree 
by the transversus abdominis muscle. 

The floor is represented by a groove which is 
formed by a fusion of the upper surface of the 
inguinal ligament, the lacunar ligament, and the 
transversalis fascia. The cord rests in this groove. 


Diagnosis 


It is best to consider direct and indirect inguinal 
hernias as two separate conditions, being associated 
with entirely different etiologic factors, different 
diagnostic criteria, and different methods of repair 
(see table.) 


INDIRECT 
1. Embryologic 
2. Young men 
3. May be scrotal 
4. Appears slowly 
5. Reduced with difficulty 
6. May strangulate 
7. Rarely recurs 


DIRECT 


. Acquired 
. Older men 
. Not scrotal 


. Appears rapidly 

. Reduced easily 

. Rarely strangulates 

. More frequent recurrence 


The indirect inguinal hernia is an embryologic 
hernia. By this is meant that it is associated with a 
defect in a previous embryologic path, namely, that 
taken by the testicle during descent. Should this 
embryologic defect be present at birth, it is referred 
to as a congenital hernia. However, should the 
defect appear after birth it is not congenital but 
still remains embryologic. 

As stated, that part of the processus vaginalis 
which is applied tu the spermatic cord is the funicular 
process which under normal circumstances ob- 
literates itself and loses its patency. Should this 
obliteration fail to take place, the embryologic 
patency remains, and an indirect inguinal hernia 
results. Such a hernia may be complete (scrotal) or 
may be incomplete and stop anywhere along the 
course of the spermatic cord. 

The neck of this type of hernia is quite con- 
stricted since it is located at the internal inguinal 
ring. Because of this constriction these hernias do 
not appear immediately when the patient stands, 
nor do they reduce themselves promptly when the 
patient lies down. It usually takes a little time or 
straining to bring about the appearance of such a 
hernia, and they usually require manual reduction. 
For the same reason, namely, the constricted neck, 
these hernias are predisposed to strangulation. 

It is true that this hernia originates lateral to the 
deep epigastric vessels; however, this is of little 
practical value since it is quite impossible in the 
vast majority of cases to feel the pulsations of this 
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artery. It is far better to place a finger in the ex- 
ternal inguinal ring and, when the patient strains 
or coughs, the hernial protrusion is felt as a finger- 
like process taking a lateral to medial course as it 
pushes against the examiner’s finger tip. 

The direct hernia should be looked upon as an en- 
tirely different entity. It is not an embryologic 
hernia, having nothing to do with the descent of 


Embryologic 


the testicle. It is an acquired hernia resulting from a 
weakened transversalis fascia in the region of Hessel- 
bach’s triangle. It, therefore, is the older man’s 
hernia, usually appearing after the age of 40 or 50. 
(There is no dogma in medicine, and exceptions to 
the rule do occur.) 

The breaking down of the transversalis fascia in- 
volves the greater part of Hesselbach’s triangle, 
hence, the neck of this sac is not constricted but 
rather widened and resembles an abdominal fossa. 
Because the neck is wide, a direct hernia appears as 
soon as the patient stands and almost immediately 
reduces itself when the patient reclines; for the 
same reason a strangulated direct hernia is a rarity. 


Transversalis | 
fascia 


Figure 3. The analogy of inguinal hernias to a pair of pants. 


Since it does not follow the path of the testicle, 
this hernia is not prone to become scrotal. If a 
finger is placed in the external inguinal ring and the 
patient asked to strain or cough, a rounded mass 
appears directly beneath the pulp (not the tip) of 
the examining finger. 

It is helpful to utilize a pair of pants as an analogy 
in the understanding of the difference between in- 
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direct and direct inguinal hernias (Figure 3). The 
new pair of pants which rips in the seam is analagous 
to the indirect inguinal hernia in which there was 
a path (seam) which should have closed normally. 
In this instance there is no tissue (cloth) defect. 
To correct this, one need only sew the seam, in 
other words high ligation of the sac. 

Conversely, in a direct inguinal hernia or an old 
pair of pants, the cloth (tissue) becomes threadbare. 
This weakened cloth (transversalis fascia) can no 
longer withstand the pressure from within, hence, 
gives way. Since such a defect has nothing to do 
with any embryologic path or seam, it must be 
repaired by some method of patching. 
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Repair of Indirect and Direct Inguinal Hernia 


There are many methods for repair of an indirect 
inguinal hernia. Certain points should be stressed, 
however, in considering herniorrhaphies, such as 
the modern concept of the conjoined tendon (doubt- 
ing the existence of such a structure), the import- 
ance of the transversalis fascia, the management of 
the sac, and the inadequacies of the Bassini repair. 
A method which emphasizes these points will be 
described (Figure 4). 

The incision extends from a point which joins 
the middle and the outer thirds of a line between 
the anterior superior iliac spine and the umbilicus, 
to a point which marks the pubic tubercle. It is 
difficult actually to feel this tubercle, since the 
spermatic cord passes over it; hence, the pubic 
bulge which is produced by the spermatic cord is 
the landmark used. 

The incision is deepened through Camper’s and 
Scarpa’s fasciae until the aponeurosis of the ex- 
ternal oblique muscle is visualized and the external 
ring identified. The external oblique aponeurosis is 
incised, and its edges dissected free from the under- 
lying internal oblique muscle. The iliohypogastric 
and ilioinguinal nerves can be demonstrated at this 
point. 

The lateral cut edge of the external oblique 
aponeurosis is retracted laterally, thus exposing 
Poupart’s ligament. The finger or a blunt instru- 
ment is placed on this ligament and passed down- 
ward to the pubic spine. This elevates the spermatic 
cord, which then is retracted laterally. 

The cremaster muscle loops are severed and the 
internal oblique freed from the underlying trans- 
versalis fascia. The transversus abdominis muscle is 
not seen since it does not extend this low. A small 
blunt retractor is placed under the dissected lower 
edge of the internal oblique, and this structure 
is retracted cephalad. Since the hernial sac is found 
at the upper inner quadrant of the cord, lateral trac- 
tion on the cord tenses the transversalis fascia which 
overlies the sac. It is at this point that the trans- 
versalis fascia is opened. 

The properitoneal fat layer is identified next; 
this serves as an excellent guide since the peritoneum 
(sac) is immediately subjacent to it. The transversalis 
fascia, the properitoneal fat, and the peritoneum, 
however, may be fused into one layer, especially in 
thin individuals, so that the sac is entered immedi- 
ately upon incising the transversalis fascia. 

The sac is dissected free from surrounding struc- 
tures, it is opened, and its contents are reduced. 
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Figure 4. The repair of an indirect inguinal hernia. 


Its neck should be freed as high as possible, which 
anatomically implies on a level with the deep 
epigastric vessels. In indirect inguinal hernias these 
vessels lie medial to the neck of the sac. With 
downward traction on the sac and upward traction 
on the internal oblique muscle and transversalis 
fascia, a high ligation becomes possible. The sac is 
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Figure 5. The repair of a direct inguinal hernia. 
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transfixed and ligated, and the redundant tissue 
distal to the ligature is cut away. 

The defect in the transversalis fascia, which the 
surgeon has created, must be repaired properly to 
prevent the development of a direct hernia. This 
closure is accomplished by means of a purse-string 
suture which incorporates the fascia overlying the 
spermatic cord. The free edge of transversalis 
fascia then is sutured to Poupart’s ligament. 

No sutures are placed in the internal oblique 
muscle since this would interfere with its sphincter 
or shutter-like action. The cut edges of the 
aponeurosis of the external abdominal oblique are 
sutured, thus reconstructing the roof of the inguinal 
canal. Scarpa’s fascia and the skin are closed as 
separate layers. 


Since the underlying cause of a direct inguinal 
hernia is a weakness of or defect in the transversalis 


Utcers of the skin due to burns, scalds, or other trauma; 
especially when occurring on the lower extremities, are 
frequently slow in healing. The use of the simple dress- 
ing described below will cause a surprisingly rapid in- 
crease in the healing rate. 

The ulcer and the surrounding skin are cleaned with 
pHisoHex and dried. The skin surrounding the ulcer 
for a distance of two or three inches is painted with 
compound tincture of benzoin. The tincture is not 
applied to the ulcer itself. 

Narrow strips of adhesive (one-quarter inch wide) are 
flamed to sterilize them and to assure firm adherence to 
the skin. They are applied with some tension across the 
ulcer about an eighth of an inch apart in a lattice pattern 
(see diagram), so that each piece extends two or three 
inches beyond the margin of the ulcer on each side. A 
gauze dressing is then applied. If desired, an ointment 
can be buttered on the dressing before it is applied. 

The tincture of benzoin serves to anchor the strips 
more firmly to the skin and to prevent irritation by the 
adhesive. The spaces between the strips allow wound 
exudate to drain out. 

The adhesive strips are left in place for four to eight 
days before being replaced. The strips will not adhere to 
ulcer itself. In sluggish, painful, infected ulcers, the 
pain usually subsides within twenty-four hours of the 
first application, and the infection is usually cleared by 
the time the first strapping is removed. 

No originality is claimed for this procedure. I have 


Co Speed the Healing of Skin Defects 


fascia, the method of repair becomes the most im- 
portant feature (Figure 5). The first phase of the 
operation is essentially the same as that described 
for an indirect hernia. 

When the bulge of the direct hernia has been 
exposed, the thinned transversalis fascia over it is 
opened, and the underlying properitoneal fat and 
hernial sac are identified. The sac usually is not 
opened but is reduced by means of a purse-string 
suture. 

One attempts to repair the defect in the thin 
transversalis fascia by means of mattress sutures 
which imbricate it. The resulting free edge of trans- 
versalis fascia then is sutured to Poupart’s ligament. 
If the fascia is too thin, a flap of the anterior rectus 
sheath (internal oblique aponeurosis) is freed and 
sewed to Poupart’s ligament. Numerous modifica- 
tions, including cutis grafts, wire mesh, and fascia 
lata, have been used to strengthen this defect. 


been using it for about twenty years and learned about 
it so long ago that I have forgotten when or where. But 
it does heal skin defects with surprising speed. I have 
also used this method in conjunction with an elastic 
stocking with considerable success in healing chronic, 
sluggish, varicose ulcers of the leg.—Lyon Steine, M.D. 
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Chronic Occlusive Arterial Disease 


BY J. EARLE ESTES, JR., M.D. 
Mayo Clinic, Rochester, Minnesota 


Diagnosis of chronic occlusive arterial disease depends upon the presence of symptoms and signs of ischemia— 
claudication, coldness, ischemic neuropathy, diminished or absent peripheral pulsations, infection, ulceration, and 
gangrene. Treatment rests upon measures designed to (1) arrest progress of the disease, (2) dilate uninvolved 
arteries, (3) increase circulation mechanically, (4) relieve pain, (5) treat infection, ulceration, and gangrene. 


Chairman: The panel for this discussion of chronic 
occlusive arterial disease consists of a resident 
physician, internist, neurosurgeon, pathologist, and 
roentgenologist. The resident physician will now 
present the case for consideration. 

Resident Physician: The patient is a 57-year-old 
man who was examined at this clinic initially in 
1942. Diagnoses at that time were erythema multi- 
forme, recurrent herpes zoster, obesity, varicose 
veins, and mild hypertension. The patient returned 
in 1948 for surgical treatment of his varices. The 
hypertension during these years was minimal, the 
blood pressure ranging from 140 to 180 mm. of 
mercury systolic and 86 to 95 mm. diastolic. 

In October, 1948, the patient described to his 
physician a single episode of cramping in the right 
calf. This occurred while he was walking and was 
relieved within one minute by standing still. Ex- 
amination disclosed that all peripheral arterial pul- 
sations were normal, and there was no clinical 
evidence of ischemia involving the feet or legs. 
No specific treatment was advised, although the 
patient was instructed to return for re-evaluation if 
this distress recurred. 

In August, 1949, the patient returned because of 


pain and stiffness of the right calf that occurred with 
walking. Relief of this distress was obtained after 
standing still for two minutes. This symptom began 
insidiously during the winter of 1948 and 1949 at 
which time the patient also noted coldness of the 
right foot and lower part of the leg. Examination 
revealed normal arterial pulsations in both arms, in 
both femoral arteries, and in the left popliteal and 
dorsalis pedis arteries. The pulsation of the left 
posterior tibial artery was moderately reduced, 
and no pulsations could be felt in the right pop- 
liteal, posterior tibial, or dorsalis pedis arteries. 
The elevation-dependency test showed a moderate 
degree of ischemia in the right foot. The results of 
routine tests on the blood and urine were within 
normal limits and a roentgenogram of the chest 
showed calcified hilar lymph nodes. The concentra- 
tions of plasma lipoids in milligrams per 100 cc. 
were: cholesterol 293, fatty acids 484, and total 
lipoids 777. Roentgenograms of the right thigh 
and leg disclosed no vascular calcification. A diag- 
nosis of chronic occlusive arterial disease was made. 
Therapeutic recommendations included cessation 
of the use of tobacco, proper care of the feet, limita- 
tion of walking to within the tolerance of the legs, 
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Figure 1. Method of palpa- 
tion for pulsations in the 
peripheral arteries: (1), 
femoral artery; (2), popli- 
teal artery; (3), dorsalis 
pedis artery; (4), posterior 
tibial artery. (Figures 1 to 
7, 10 and 14 Reproduced 
with permission from Al- 
len, E. V., Barker, N. W., 
and Hines, E. A., Jr.: Peri- 
pheral Vascular Diseases. 
Philadelphia, W. B. 
Saunders Company, 1946.) 


and a trial of injections of a deproteinated pancreatic 


extract (Depropanex). 
Figure 2. Alternative method of palpation From August, 1949, to December, 1951, the 
patient’s symptoms remained unchanged. He did 
not stop the use of tobacco. On December 21, 1951, 
he noted a sudden onset of coldness, pallor, and 
tingling in the left foot. Later this foot became 
severely painful. After several days the pain sub- 
sided partially so that the patient was able to walk. 
At this time he first noted cramping in the left calf 
that occurred with walking but that was relieved by 
standing still. He returned to the clinic because of 
constant pain in the left foot. This was described as 
a “pins and needles” type of pain which was made 
worse by elevation of the leg and partially relieved 
by placing the leg in a dependent position. This 
pain was worse when the patient was in bed at 
night, interfered with his sleep, and prevented him 
from working. At times it became a “shooting pain” 
with sharp jabs of pain in the left foot. 
Examination revealed normal arterial pulsations 
in both arms. Both femoral arterial pulsations were 
moderately reduced in amplitude, and a systolic 
bruit could be heard over each one. No arterial 
pulsations could be felt in either leg below the in- 
guinal region. The elevation-dependency test 
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showed moderate ischemia in the right foot and 
severe ischemia in the left foot. The concentration 
of plasma lipoids in milligrams per 100 cc. were: 
cholesterol 343, fatty acids 484, total lipoids 827. 
Roentgenograms of the left thigh and leg showed 
atheromatous calcification in the left thigh. The 
value for fasting blood sugar was 125 mg. per 100 cc. 
The patient was hospitalized for treatment which 
will be described later. 


Differential Diagnosis 


Chairman: The internist will now discuss the 
diagnosis of this problem. 

Internist: Obviously, this patient is suffering from 
chronic occlusive arterial disease. Such a syndrome 
becomes manifest as a result of ischemia of tissues 
owing to interference with the flow of blood through 
the main peripheral arteries. 

The diagnosis of chronic occlusive arterial disease 
rests upon the presence of symptoms suggesting 
ischemia of an extremity. These include claudica- 
tion, coldness of the skin, ischemic neuropathy, 
osteoporosis, infection, ulceration, and gangrene. 
Such a diagnosis also rests upon physical evidence 
of impaired blood flow to an extremity (Figures 
1 to 3). The simplest and most conclusive way of 
determining this is by palpation of the peripheral 
arteries. When palpation reveals a decrease or ab- 
sence of arterial pulsations, and when transient 
arterial spasm is excluded, this is evidence of 
chronic occlusive arterial disease. 

There are several diseases or abnormal conditions 
which may cause chronic occlusive arterial disease, 
the most common of which is arteriosclerosis 
obliterans. Thromboangiitis obliterans (Buerger’s 
disease) is the next most common cause, although 
it is a relatively rare disease. Essential thrombophilia 
and polycythemia vera may cause intra-arterial 
coagulation of blood and thereby result in chronic 
occlusive arterial disease. Any condition resulting in 
acute arterial occlusion may also be a cause. 

In this particular instance it seems to me that 
the diagnosis is clearly one of arteriosclerosis ob- 
literans. The patient’s age at the onset of illness, 
the hyperlipemia, the mild hypertension, the mild 
diabetes, and the presence of atheromatous cal- 
cification provide an adequate positive basis for 
making such a diagnosis. 

The diagnosis of thromboangiitis obliterans: is 
not justified on several counts. The latter syn- 
drome ordinarily has its onset earlier in life, 
usually between the ages of 20 and 40 years. It 
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rarely begins after the age of 40. Also, superficial 
thrombophlebitis is a manifestation of thrombo- 
angiitis obliterans in 40 per cent of cases. In the 
case presented here there has been no superficial 
thrombophlebitis. Hypertension and diabetes mel- 
litus are infrequently seen in patients with throm- 
boangiitis obliterans, whereas they are commonly 
associated with arteriosclerosis obliterans. Appar- 
ently, this is due to the fact that persons with 
thromboangiitis obliterans are usually in an age 
group at the onset of their arterial disease when 
hypertension and diabetes mellitus occur relatively 
infrequently. Patients with thromboangiitis oblit- 
erans who reach the fifth decade of life or more 
may then develop atherosclerosis, hypertension, 
or diabetes mellitus quite independently of their 
thromboangiitis obliterans. Other differential diag- 
nostic features of these two chronic occlusive arte- 
rial diseases are pointed out in Table 1. 

Chairman: You made reference to essential 
thrombophilia and polycythemia vera as causes of 
chronic arterial occlusion. Will you elucidate? 

Internist: In the case presented here we are told 


Figure 3. Method of palpation for pulsations in the peripheral arteries: 
(1) carotid artery; (2) brachial artery; (3) radial artery; (4) ulnar artery. 
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Figure 4. Longitudinal section of the lower part of the femoral and the popliteal arteries 
extensively involved by arteriosclerosis obliterans. There are total occlusion of the lumen 
by atheroma and thrombosis and varying degrees of organization of the thrombus. 


Table 1. Differential diagnosis of arteriosclerosis obliterans 000 to 5,000,000 cells per cu. mm. These figures 
and thromboangiitis obliterans. 

are not indicative of polycythemia. If the hemo- 
globin measures 16 Gm. or higher, or if the erythro- 
Age at onset Almost always less than —- always more than cyte count is more than 5,500,000, I would sug- 
per cot gest obtaining a hematocrit determination and per- 
of hands 40 are haps studies of blood volume, although the ac- 

Superficial thrombo- 40 per cent of cases Never ° ° ° 
phlebitis curacy of the latter is at times questionable. In 
Astertal 7O por cent of patients with polycythemia, arterial occlusion may 
Hypertension Rare in early years 35 per cent of cases ° a lati f the blood 
ently eer ent ef develop from intra-arterial coagulation of the lood. 
te This may occur in a normal artery or at the site of 

younger patients 
an atheroma. 

Essential thrombophilia is an incompletely un- 
that the results of blood studies were essentially | derstood syndrome which supposedly induces a 
normal. I note that the concentration of hemo- state of hypercoagulability of the blood. One or 
globin varied from 12.4 to 15.3 Gm. per 100 cc. _ more of the following may be found in a study of 


and that the erythrocyte count varied from 4,500,- _ patients with this syndrome: (1) increase in num- 


distinguishing features thromboangiitis obliterans arteriosclerosis obliterans 


Figure 5. Femoral artery in which the medial coat ts irregularly thinned 
but does not contain deposits of calcium. There is extensive atheroma 
with a small amount of calcium at its base; the remaining lumen has 
been occluded by a fresh thrombus (hematoxylin and eosin; X10). 


Figure 6. Anterior tibial artery, vein, and nerve. The artery is occluded 
by a thrombus. Periarterial, perivenous, and perineural fibrosis bind 
the three structures into a fibrous cord. 


Figure 7. Relatively acute lesion of thromboangiitis obliterans of the 
digital artery of a finger. There are numerous fibroblasts in the throm- 
bus and adventitia, The intimal cells are markedly proliferated. There 
is slight inflammatory reaction in the media. There is marked angiitis 
of the vasa vasorum. The lesion is probably two weeks old (hematoxylin 
and eosin; X80). 
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ber of blood platelets; (2) hyperglobulinemia; (3) 
hyperfibrinogenemia; (4) decreased heparin tol- 
erance; and (5) increase in number of bone-mar- 
row megakaryocytes. Diagnosis is made presump- 
tively by the detection of one or more of the afore- 
mentioned abnormalities. Usually, this rare condi- 
tion is suspected when more common causes of 
chronic occlusive arterial disease are not apparent. 

Chairman: All too frequently, there seems to be 
confusion regarding the differential diagnosis of 
Buerger’s disease versus arteriosclerosis obliterans. 
The clinical aspects of this have been covered, and 
I should now like the pathologist to describe the 
pathologic features of Buerger’s disease and arte- 
riosclerosis obliterans. 

Pathologist: The essential differences are quite 
clearly seen in figures 4 to 7. Arteriosclerosis ob- 
literans affects medium and large-size arteries in 
both a patchy and diffuse manner. Figure 4 shows 
a gross specimen of an artery involved by arte- 
riosclerosis obliterans. 

Figure 5 shows the microscopic characteristics of 
arteriosclerosis obliterans. The histologic triad of 
the latter is atheroma, medial degeneration, and a 
noncellular thrombus. 

Thromboangiitis obliterans is a segmental, in- 
flammatory, obliterative disease of the arteries and 
veins of the extremities, and rarely the viscera also. 
Figure 6 shows involvement of artery, vein, and 
nerve by the inflammatory process. Figure 7 shows 
the diagnostic histologic triad of thromboangiitis 
obliterans; namely, an inflammatory process in the 
media and adventitia, absence of medial degenera- 
tion, and a cellular thrombus. 


Figure 6. 
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Correlation of Symptoms and Signs 


Resident Physician: 1 would appreciate hearing a 
discussion of the clinical manifestations in this 
case, particularly referable to the correlation be- 
tween the symptoms and the physical findings. 

Internist: The initial manifestation of chronic oc- 
clusive arterial disease in this case was the single 
episode of claudication that involved the right calf 
and was reported in 1948. This distress was typical 
of claudication in that it was caused by walking 
and was relieved within one minute by standing 
still. Incidentally, claudication is the most common 
initial symptom of arteriosclerosis obliterans. Only 
rarely does a patient with claudication have to sit 
for relief of distress, and the symptom rarely per- 
sists for more than one to three minutes after ex- 
ertion is discontinued. 

Claudication may be described by the patient as 
a cramp, pain, stiffness, tiredness, numbness, or 
weakness. The location of claudication indicates 
the approximate level of arterial occlusion. Claudi- 
cation in the arch of the foot indicates occlusion 
in the region of the lower part of the leg or ankle; 
claudication in the calf indicates occlusion in the 
middle or lower part of the femoral artery or at 
the popliteal bifurcation; claudication involving 
the thigh, buttocks, or lower lumbar region indi- 
cates arterial occlusion affecting the high femoral, 
iliac, or lower abdominal aortic regions. 

Claudication in this case was noted initially 
when all arterial pulsations were normal. Pre- 
sumably this is due to partial atheromatous occlu- 
sion of an artery. Arteriospasm has been said to 
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Figure 8. Elevation pallor of an ischemic foot. 


cause claudication, but I doubt that it does. I have 
studied patients of this type and have been un- 
able to prevent claudication by such measures as 
lumbar sympathetic block with piperocaine (Mety- 
caine), surgical lumbar sympathetic ganglionec- 
tomy, or administration of antispasmodic drugs 
such as nitroglycerin. 


However, in patients with claudication attrib- 
uted to arteriospasm, the arterial pulsations be- 
come impalpable, for short periods of time (a few 
seconds to one or two minutes) after exertion. For 
this reason it has been postulated that arterio- 
spasm is the cause of claudication. The impalpabil- 
ity of arterial pulsations can also be explained on 
the basis of a physical law which suggests that dur- 
ing exercise blood traverses the shorter arterial 
branches high in the iliofemoral artery rather than 
flowing down the long direct femoropopliteal sys- 
tem. This presumably results in ischemia of mus- 
cles lower in the leg, producing claudication. 

The progressive nature of arteriosclerosis oblit- 
erans is well demonstrated by the record of this 
patient. First the right leg was involved by organic 
arterial occlusion; then three years later the left 
leg became affected. The onset of arterial occlu- 
sion in the right leg was insidious; in the left leg 
this was acute as revealed by the sudden develop- 
ment of symptoms of ischemia on December 21, 
1951. This acute arterial occlusion resulted in a 
chronic arterial occlusion, and it is pertinent to 
point out that acute arterial occlusion occurs in 
10 per cent of persons with arteriosclerosis ob- 


Figure 9. Dependent rubor of an ischemic foot. 


literans or thromboangiitis obliterans. The in- 
crease in arterial insufficiency through the years in 
this case is demonstrated well by the elevation- 
dependency test. 

Chairman: Please describe this test. 

Internist: With the patient in the supine posi- 
tion his legs are elevated to 45° or more for two 
minutes. The degree of pallor produced indicates 
the severity of ischemia (Figure 8). When this has 
been noted, the patient is asked to sit up, and 
the length of time required for the pedal veins to 
fill is measured. In the presence of normal arterial 
flow they fill in ten to twenty seconds, whereas in 
ischemic extremities the filling may be delayed for 
as long as sixty to ninety seconds. Similarly, the 
return of pink color to the feet is delayed in 
chronic occlusive arterial disease. After the feet 
have been dependent two or three minutes, rubor 
may be seen in patients with ischemia. The more 
severe the latter, the more severe the rubor (Figure 9). 

Resident Physician: Will you discuss some of the 
other symptoms of chronic occlusive arterial dis- 
ease? 

Internist: In addition to claudication, this pa- 
tient had coldness of the feet and ischemic neurop- 
athy of the left foot. The latter is a manifestation 
of the more severe degrees of ischemia, and the 
description in this patient’s history is typical of 
ischemic neuropathy. It may vary from mild to 
severe, and when severe may be difficult to alle- 
viate, thereby causing the patient much pain and 
loss of sleep. 
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Fortunately, this patient has had no ulceration 
or gangrene to date. These may vary from minor 
to massive (Figures 10 and 11) in degree, involv- 
ing a tiny area or a large portion of a leg. Because 
thromboangiitis obliterans usually affects smaller 
arteries (initially at least), ulceration or gangrene 
in this disease tends to involve smaller distal areas, 
although at times they may be massive. Con- 
versely, arteriosclerosis obliterans tends to involve 
larger arteries, and ulceration and gangrene usually 
tend to be greater in extent. 

The role of trauma in the development of ul- 
ceration and gangrene cannot be overemphasized. 
Ulceration or gangrene occurring as a manifesta- 
tion of ischemia usually has been preceded by 
trauma of some sort—thermal, crushing, cutting, 
and so forth. Minor degrees of trauma which ordi- 
narily would not result in necrosis may be followed 
by ulceration or gangrene in an ischemic extremity. 
Pressure points are frequently the sites of super- 
ficial necrosis. Infection is a common accompani- 
ment of ulceration and gangrene, and ischemic 
tissues are particularly vulnerable to infection. Ul- 
ceration or gangrene may precede infection or vice 
versa. 

Certain less marked changes may occur in 
ischemic tissues, and they frequently signify the 
imminence of more severe ischemic manifestations. 
The lesser changes include ecchymosis, small in- 
farcts of the skin, rubor, cyanosis, atrophy of the 
skin, and deformities of the nails. 

In thromboangiitis obliterans, recurrent super- 
ficial thrombophlebitis may occur. This condition 
ordinarily involves small veins of the skin and 
appears as a small, red, tender, linear area of in- 
duration (Figure 12). Only occasionally does deep 
thrombophlebitis occur as a manifestation of 
thromboangiitis obliterans. At times, a small linear 
brownish pigmentation may persist at the site 


Figure 10. Thromboangiitis obliterans with gan- 
grene of the distal phalanx of the fourth toe. 
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of superficial thrombophlebitis which has resolved. 

Resident Physician: What is the significance of 
the femoral arterial systolic bruit in this case? 

Internist: I believe this is due to partial occlusion 
of the lower abdominal aorta by atherosclerosis. It 
conceivably might also be due to atherosclerosis in 
both iliac or femoral arteries. 

Chairman: Now I should like the roentgenolo- 
gist to discuss arterial calcification. 

Roentgenologist: Roentgenographically there are 
two types of arterial calcification, namely, medial 
and atheromatous. The former is the so-called 
Moénckeberg sclerosis which is rarely associated 
with occlusion of the calcified artery. This type is 
shown in Figure 13. Atheromatous calcification is 
illustrated in Figure 14. It is the latter type that is 
associated with arteriosclerosis obliterans. At times 
both types of calcification may be seen in the same 
artery. 

Chairman: Reference has been made to the hy- 
perlipemia in this case. We should like some dis- 
cussion of this, and an opinion concerning its 
treatment. 

Internist: The exact relationship of lipoid meta- 
bolism to the development of atherosclerosis is not 
known. There are many data that seem to impli- 
cate lipoid metabolism as a major factor in the 
cause of atherosclerosis. Whether the concentra- 
tion of total lipoids in the blood determines athe- 
roma formation or whether the concentration of 
certain lipoid particles of a given molecular weight 
is the determining factor is unknown. It is possible 
that numerous other metabolic factors play a role, 
including the hormones of the thyroid and adrenal 
glands. It has been postulated by some people 
that a diet high in cholesterol or in total animal- 
fat content may cause atherosclerosis. Unfortu- 
nately, no definite answer can be given regarding 
the cause of atherosclerosis in man at this time. 


Figure 11. Massive gangrene tn a foot that is 
ischemic owing to arteriosclerosis obliterans. 
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Figure 12. Superficial thrombophlebitis seen in 
a patient with thrombcangiitis obliterans. 


The same can be said regarding treatment of 
atherosclerosis with or without hyperlipemia. The 
use of diets low in cholesterol and animal-fat con- 
tent or the administration of thyroid extract, po- 
tassium iodide, choline, or inositol has not been 
attended by any uniformly favorable results. I 


Figure 13. Diffuse calcification through- 
out the medial coat of the femoral artery 
and some of its muscular branches. 


know of no way to cause disappearance or regres- 
sion of atheromas by chemical or dietary means. 
Similarly, I know of no therapeutic measure which 
will prevent atherosclerosis in man. My policy has 
been to advise a diet low in animal-fat content for 
those patients whose total blood lipoids measure 
more than 800 mg. per 100 cc. This is a purely 
arbitrary figure, and I always give the patient the 
choice of refusing such a diet after discussing the 
various factors involved. 


Treatment 


Chairman: Will the resident physician now de- 
scribe the treatment of the patient while he was in 
the hospital? 

Resident Physician: Treatment consisted of rest 
in bed, the administration of codeine and aspirin 
for pain, whiskey (1% ounces four times daily) as 
a vasodilator, the use of Sanders’ oscillating bed 
for eight hours daily, and bilateral lumbar sym- 
pathectomy. In addition the patient chose to fol- 
low a diet low in animal-fat content. This diet was 
calculated to conform with the treatment of the 
patient’s mild diabetes. The patient was instructed 
in the proper care of the feet, in the use of his 
diet, and in the care of his mild diabetes mellitus. 

Chairman: Will the internist please discuss the 
treatment of chronic occlusive arterial disease? 

Internist: Because of the numerous manifesta- 
tions and multiple etiologic bases of chronic oc- 
clusive arterial disease, treatment is complex. The 
principles of treatment are summarized in Table 2. 


Table 2. Principles of treatment of peripheral occlusive 
arterial disease. 
1. Arrest the progress of the disease. 
2. Dilate uninvolved arteries and arterioles. 

3. Increase circulation mechanically. 

4. Relieve pain. 

5. Instruct in prophylaxis against injury of ischemic tissue. 
6. Treat ulceration and gangrene. 


Cessation of the use of tobacco is considered 
imperative for two reasons. First, there seems to 
be an etiologic relationship between the use of to- 
bacco and the development of thromboangiitis ob- 
literans. Although conclusive evidence is lacking 
to prove that tobacco causes thromboangiitis ob- 
literans, observation of large numbers of patients 
indicates that cessation of the use of tobacco us- 
ually results in retardation or arrest of the acute 
inflammatory vascular lesions of Buerger’s disease. 
Second, it has been shown conclusively that the 
quantity of nicotine in a cigarette produces vaso- 
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constriction of the arteries supplying the skin, and 
thereby results in a decrease in blood flow and 
skin temperature. This vasoconstriction is apt to 
be harmful in ischemic extremities. 

Control of trichophytosis is important, because 
this condition frequently causes interdigital fis- 
sures which may lead to cellulitis and gangrene. 
Ordinarily, soaking the feet in a 1:9,000 solution 
of potassium permanganate for fifteen minutes 
twice daily is successful in eradicating trichophy- 
tosis in five to ten days. After this has been ac- 
complished, it is wise to suggest the daily use of a 
foot powder such as Desenex or Quinsana as a 
prophylactic measure. 

Control of lipemia has already been discussed. 
Appropriate control of diabetes, when present, is 
important, for this aids indirectly in the healing of 
ulcers and in maintaining resistance to local infec- 
tions. Treatment of polycythemia may be sum- 
marized briefly as repeated phlebotomy to main- 
tain the number of erythrocytes and the concentra- 
tion of hemoglobin within normal limits. If this 
requires phlebotomy too frequently, treatment with 
radioactive phosphorus may be instituted. There 
is no specific treatment for essential thrombophilia. 

Theoretically, long-term use of anticoagulant 
drugs should be beneficial in preventing the throm- 
bosis of chronic occlusive arterial diseases. How- 
ever, this treatment usually is not practical, be- 
cause of the risk of hemorrhage, need for adequate 
laboratory control of prothrombin time, cost to the 
patient, and the need for treatment to be continued 
over many months or years. 

In my experience, postural exercises and suc- 
tion or pressure apparatuses have not been suffi- 
ciently beneficial to warrant their use. The Sanders’ 
oscillating bed seems moderately helpful in increas- 
ing blood flow to the feet, relieving ischemic neu- 
ritis, and inducing sleep. However, the use of such 
a bed is ordinarily confined to a hospital, although 
a few of our patients have purchased one for home 
use. 

A warm environmental temperature is helpful in 
producing vasodilatation of the skin. This may be 
obtained by keeping the temperature of the pa- 
tient’s room between 85 and 90° F. My colleagues 
and I have also used a wooden box, placed at the 
foot of the bed, into which are placed the patient’s 
lower extremities. The temperature in this box is 
kept thermostatically between 85 and 90° F. Con- 
trast baths have been used in the past, but I prefer 
not to use these because of the possibility of trauma 
from excessive heat or cold. Also, whatever vaso- 
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Figure 14, Atheromatous calcification of the femoral 
artery showing localized large plaques of calcium. 


dilatation is produced by contrast baths is very 
transient. 

I have used injections of typhoid vaccine as a 
means of producing a febrile vasodilatation. Ordi- 
narily this is used only in younger persons with 
thromboangiitis obliterans. Older persons at times 
do not tolerate well the reaction from this form of 
treatment. 

One to two ounces of alcohol three or four times 
a day produces transient vasodilatation, some seda- 
tive effect, and mild euphoria. It should be remem- 
bered, however, that the effect is transient and that 
some people cannot tolerate alcohol. I hesitate to 
advise the use of much alcohol over a period of 
weeks or months for fear of inducing a state of 
chronic alcoholism. At times alcohol may be given 
intravenously as a 5 per cent solution, the rate of 
infusion being regulated by the effect on the pa- 
tient. 

Some of the newer drugs such as Roniacol, 
Priscoline, and Hydergine have been advocated 
for the treatment of chronic occlusive arterial dis- 
ease. Our experience at the Mayo Clinic has been 
that these drugs have not been significantly effec- 
tive in increasing arterial blood flow in extremities 
which are ischemic owing to a chronic occlusive 
arterial disease. Theoretically, the effectiveness of 
such drugs depends upon the capacity of the periph- 
eral arteries to dilate. If a prominent vasospastic 
element is present, such drugs may be partially 
beneficial in reducing vasospasm. 
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Depropanex is a deproteinated pancreatic tis- 
sue extract which has been used in the treatment 
of claudication. Roughly 50 per cent of patients 
treated with this substance feel they obtain some 
improvement. Objective proof of this is lacking. 
This form of therapy may be justifiable occasion- 
ally, although I personally doubt its effectiveness. 
The dosage is empiric—5 cc. given intramuscu- 
larly each day for one week, then 5 cc. given intra- 
muscularly three times a week for two weeks, two 
times a week for two weeks, and once a week for 
two weeks. If the patient considers that claudica- 
tion is decreased, the entire course may be re- 
peated after a six-week interval. 

Other drugs which have been used for claudica- 
tion are curare, Tolserol, and nicotinic acid, but 
they have been of no benefit in my experience. 
Achilles tenotomy has been advocated for relief of 
claudication, but this has not been universally ac- 
cepted. Bilateral tenotomy results in a shuffling 
gait and requires re-education in walking. Re- 
cently, in patients with claudication resulting from 
localized, segmental occlusion of the femoral ar- 
tery, surgical excision with insertion of a vein 
graft has been tried, reportedly with some success. 
This procedure will require further evaluation. 

Relief of pain of ischemic neuropathy may be 
difficult. One should use the simplest drugs first, 
such as barbiturates, aspirin, and codeine. Often, 
however, it becomes necessary to use opiates such 
as morphine or meperidine (Demerol). Physicians 
must be extremely cautious to avoid addiction in 
such patients. Rarely, in cases in which it is not 
possible to relieve a severe, chronic ischemic pain, 
amputation is justifiable. 

The treatment of ulceration and gangrene re- 
quires some discussion. Reference has already been 
made to the role of trauma in the causation of ul- 
ceration and gangrene. This cannot be overempha- 
sized, and patients with ischemic extremities must 
be instructed as to the care of the feet. They 
should be cautioned to wear well-fitting hose and 
shoes, and to avoid all forms of trauma (thermal, 
chemical, cutting, bruising, and so forth). Corns 
and calluses should be cared for by a physician or 
well-trained chiropodist who is aware of the prob- 
lem of ischemic feet. Toenails should be cut 
squarely and ingrown nails treated by a physician 
or chiropodist. Fungous infections must be con- 
trolled. 

Ulceration and gangrene require rest in bed. 
The area to be treated may be cleaned by using 
wet boric acid packs continuously. A 0.5 per cent 


solution of aluminum subacetate is helpful for 
pruritic lesions. Dilute acetic acid is particularly 
beneficial in ulcers infected by pseudomonas or- 
ganisms. Wet tyrothricin packs are also helpful in 
some instances in which the infection of the ulcer 
is resistant to other measures. 

It is suggested that the simplest measures be 
tried first. Application of any substance which 
might cause chemical necrosis is to be avoided. 
When the base of the ulcer is clean, a powder of 
dried erythrocytes may be sprinkled over the ulcer. 
After three to seven days this may be soaked off 
and new powder applied. We have found this to 
be quite beneficial in some instances. 

The use of a combination of streptokinase and 
streptodornase (Varidase) has been found recently 
to be successful in producing a clean base of gran- 
ulation tissue. The parenteral or oral administra- 
tion of antibiotic drugs is frequently indicated for 
control of infection in the tissues surrounding the 
ulcer or gangrene. 

When therapeutic measures fail to heal the ulcer, 
amputation may become necessary. Before resort- 
ing to this, all conservative measures should be 
tried, if there seems to be a reasonable chance for 
healing to occur. In thromboangiitis obliterans 
complicated by necrosis of part of a toe, amputa- 
tion of the toe with healing of the amputation site 
may be possible. This is much less likely to be 
possible in arteriosclerosis obliterans for the reason 
that ischemia in this disease usually covers a more 
extensive area. 

The site of amputation depends upon the level 
of the extremity at which circulation is sufficient 
to permit healing of the stump. Many tests have 
been devised to localize such levels, but usually 
the surgeon can tell best at the time of operation 
by the amount of bleeding present. For example, 
if there is minimal bleeding in a below-knee ap- 
proach, the surgeon may feel it necessary to do an 
above-knee amputation. 


Lumbar Sympathectomy 


Chairman: Will the neurosurgeon please dis- 
cuss lumbar sympathectomy in the treatment of 
chronic occlusive arterial disease? 

Neurosurgeon: Lumbar sympathectomy is used 
in chronic occlusive arterial disease to increase the 
flow of blood through the skin. The latter occurs 
as a result of vasodilatation of the small arteries 
which supply the skin. Lumbar sympathectomy 
provides maximal “permanent” vasodilatation. It 


GP e Volume Vill, Number 4 


| 
| 
i 
i 
i 
ae 
72 
‘ 


does not arrest the disease process causing arte- 
rial occlusion, nor does it open arteries which are 
organically occluded. 

I use a bilateral abdominal extraperitoneal ap- 
proach in which some or all of the first four lum- 
bar ganglia are excised. Ordinarily the second and 
third lumbar ganglia are the ones excised, but if 
the first and fourth are visible in the incision they 
are also removed. When both second lumbar gan- 
glia are removed, approximately half of the men so 
treated will be sterile. This occurs as a result of 
loss of ejaculatory power. Some of the men so 
affected regain the power of ejaculation after sev- 
eral weeks or months. 

Whether a unilateral or bilateral lumbar sym- 
pathectomy is performed depends upon whether 
or not the occlusive arterial disease is unilateral 
or bilateral. Also, in some instances in which it is 
desirable to avoid sterility, unilateral lumbar sym- 
pathectomy is advisable. 

Selection of patients for lumbar sympathectomy 
is not standardized; that is, there are no exact 
criteria for indicating such a procedure. In gen- 
eral, persons who are less than 60 to 65 years of 
age (and that is more or less of an arbitrary figure), 
who have little or no gangrene, and who seem clin- 
ically to have the potential for vasodilatation may 
be considered to be suitable candidates for lumbar 


sympathectomy. One aid in selection of patients 
is to determine whether the skin temperature of 


MEDICAL 


the toes can be increased under conditions of 
vasodilatation. The latter is preferably induced by 
a room environmental temperature of 90° F., but 
may also be induced by ingestion of alcohol or by 
a lumbar sympathetic block with piperocaine 
(Metycaine). 

In general, neurosurgeons do lumbar sympathec- 
tomy more often in younger than in older patients, 
in those with thromboangiitis obliterans, in those 
without gangrene (unless very minor), and in those 
in whom the capacity for vasodilatation can be 
demonstrated. I do not advise sympathectomy in 
the presence of extensive ulcerations or gangrene 
in which amputation is likely to be necessary. 
Sympathectomy in such circumstances is ordinarily 
a needless operation. 

In recent years surgeons have attempted to pro- 
duce a chemical sympathectomy by injecting the 
lumbar ganglia with absolute alcohol, and some 
surgeons have used phenol for the same purpose. 
I do not feel that this procedure is adequate re- 
placement for surgical excision of ganglia, because 
the effect is inconstant and transient in many in- 
stances, and not infrequently causes an irritative 
neuritis resulting in pain and paresthesias of an 
extremity. 

Chemical sympathectomy may be used when 
surgical sympathectomy is not advisable, as in ad- 
vanced age or in the presence of a disease which 
makes the surgical risk inadvisable. 


No more than two ounces of water every 15 minutes should be 
given orally to the patient in severe shock to prevent vomiting. 


ARRESTED hemorrhage from liver trauma rarely recurs. This is not 
MAXIMS true of the spleen. 

EXTENSIVE pulmonary and hilar lymph node involvement with few 
FOR other symptoms, suggests sarcoidosis. 

ATTaInMENT of high blood salicylate levels is delayed by the con- 
EVERYDAY comitant administration of sodium bicarbonate. 

To PREVENT bacterial contamination, penicillin for intrathecal use 
should be issued only as a single injection per bottle. 


—WiuuM S. Reveno, M.D., 711 Medical Maxims, Charles C Thomas 
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Practical Therapeutics 


MANAGEMENT OF COMMON DERMATOSES 


BY J. LAMAR CALLAWAY, M.D. 


Professor of Dermatology and Syphilology, Duke University School of Medicine, Durham, N. C. 


Dermatitis Hypostatica 


DERMATITIS HYPOSTATICA (stasis dermatitis, varicose 
eczema) is seen commonly in people who stand on 
their feet a great part of the time, in people who have 
congenitally poor venous valves, in people who are 
obese, and in people who may wear tight-fitting 
garters that impede venous and lymphatic flow 
(Figures 1 and 2). 

Differential Diagnosis. Several conditions must be 
considered in the differential diagnosis, such as 


Figure 1. Dermatitis hypostatica (varicose eczema). 
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dermatophytosis, contact dermatitis, drug eruptions 
(principally bromides or iodides), atypical lichen pla- 
nus, sickle cell anemia in Negroes, pyogenic infec- 
tions of the skin, deep fungous infections (blastomy- 
cosis), erythema induratum, neurodermatitis, and 
syphilis. 

Pitfalls in Diagnosis. Errors in diagnosis may be 
due to (1) edema which may hide the underlying 
varicosities, (2) the outward appearance which does 
not necessarily parallel the severity of the vascular 
deficit, (3) congestive heart failure or kidney disease, 


Figure 2. Dermatitis hypostatica with varicose ulcers. 
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Figure 3. Dermatitis venenata (poison ivy). 


(4) arteriovenous fistulas, (5) congenital lymphede- 
ma (Milroy’s disease), (6) elephantiasis nostras, and 
(7) a drug history which may be inadequate or mis- 
leading. 

Optimum Diagnostic Procedures. (deal diagnostic 
procedures include (1) a careful history for drug in- 
gestions, contacts, and the like, as well as a complete 
physical examination; (2) laboratory studies to de- 
termine serologic test for syphilis, anemia (sickle cell 
in Negroes), diabetes, nephritis, etc. ; (3) smear and 
culture for bacteria; (4) microscopic examination 
(use 15 per cent KOH solution to dissolve cells) and 
culture for fungi; (5) peripheral vascular survey ; and 
(6) biopsy of the dermatitis or ulcer. 

Treatment. In the treatment of acute dermatitis 
hypostatica, bed rest or its equivalent is necessary. 
The feet should be elevated constantly, with applica- 
tion of continuous wet compresses (1:4,000 potas- 
sium permanganate, 1 :40 Burow’s solution or, in the 
case of a pyocaneus infection, 4 per cent acetic acid 


solution). One per cent gentian violet in 10 per cent 
alcohol is applied locally three times daily. Sys- 
temic antibiotics or sulfonamides may be deemed 
necessary. 

Contributing factors should be controlled, such as 
diabetes, cardiac decompensation, anemia, edema 
from renal origin, offending drugs, foci of infections, 
nervous tension and emotional stress and strain, and 
other aggravating factors. 

Therapy short of peripheral vascular repair is 
temporizing. Occasionally skin grafting is necessary 
for recalcitrant varicose ulcers. 

Optimum Postoperative Management. Even after 
healing from bed rest and/or operative repair, vascu- 
lar support in the form of elastic stockings, gelatin 
boots, or elastic type wrap bandages may be neces- 
sary for a time. Consideration should also be given 
to changes of occupation if feasible, a reduction diet 
if obese, regular bowel elimination, avoidance of con- 
stricting garters and girdles, avoidance of trauma, 
and assiduous care of all foot or leg infections or 
dermatitis. 


Dermatitis Venenata 


Dermatitis venenata (poison ivy dermatitis will be 
used as a typical example) is an acute inflammatory 
vesicular reaction of the skin caused by an epidermal 
irritant, usually a primary irritant. The dermatitis 
is produced as a result of the direct contact with a 
plant or its essential oils, may be transmitted by a 
vector, is spread from place to place on the skin by 
direct contact with the oil or plants, and cannot be 
spread from vesicular or bullous fluid (Figures 3 and 
4). 
Prophylaxis. Specific prophylaxis in my exper- 
ience has been unsatisfactory. If prophylaxis is to 
be attempted, oral poison ivy antigen is preferred to 
poison ivy antigens by injection. Oral antigen is as 
effective as by injection and is less reactive. 

Treatment. Treatment should consist of cool wet 
compresses such as saline solution, 1:40 Burow’s 
solution, boric acid solution, or 1:4,000 potassium 
permanganate solution. 

Antipruritics such as Quotane lotion, Quotane 
ointment, calamine lotion, calamine liniment, or 
equal parts of olive oil and lime water are helpful. 
Oral or parenteral antihistaminics and mild seda- 
tion are beneficial. 

The use of poison ivy extracts by injection for an 
immediate attack is unwarranted. 

The use of ACTH or cortisone should be reserved 
for extraordinarily severe cases in which the derma- 
titis may be generalized. 
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Acne Vulgaris 


Acne vulgaris is due to an affection of the pilo- 
sebaceous system, with hyperactivity and altered 
activity of the oil glands, resulting in a more con- 
centrated sebaceous material. This sebum often 
plugs up the sebaceous gland orifice, forming come- 
dones or “blackheads.” 

Various types of acneform eruptions result, some 
in which the comedones predominate, some in which 
papules predominate, some in which pustules are a 
prominent feature, and others in which large cystic 
lesions are evident. There is usually an associated 
increase in the oiliness of the scalp, often manifested 
as “dandruff” or seborrheic eczema (Figure 5). 

Etiology. The etiology of acne is obscure, al- 
though its more frequent onset at or about puberty 
at least suggests an endocrine influence. Heredity 
plays a role. Excesses of certain classes of foods, 
specific foods, drug allergies, lack of cleanliness, 
secondary infection, emotional factors, and trauma 
from picking and squeezing are contributing factors. 

Management. Most patients seem to do best on a 
relatively low carbohydrate and relatively low fat 
diet. Chocolate and nuts are the commonest offend- 
ing foods, although cheese, milk, wheat, citrus fruits, 
and less often other specific foods may aggravate the 
condition. Iodides and bromides may aggravate the 


condition; iodized table salt should be avoided. 


Figure 4. Dermatitis venenata. 
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The patient should bathe the face and involved 
areas three times daily with a plain white soap. The 
scalp should be shampooed once or twice weekly, and 
if there is evidence of seborrheic dermatitis, Selsun 
may be used as a shampoo. 

An astringent lotion consisting of 1 per cent cam- 
phor and 1 per cent boric acid in 70 per cent alcohol 
may be applied after bathing. A sulfur and resorcin 
preparation such as Acnomel, Sulforcin base, Resu- 
lin, Sulforcin lotion, Lotio Alba, or any similar prep- 
aration may be used once or twice daily. 

The patient should get as much out of door exer- 
cise and sunshine as possible, should try to obtain 
regular bowel elimination without the use of laxa- 
tives, and should try to get at least eight hours of 
sleep nightly. Ultraviolet light is helpful when sun- 
shine is not available. 

Picking, squeezing, and other trauma to the face 
and individual lesions should be avoided. X-ray 
therapy, hormone therapy, vaccine therapy, and 
other specific treatment such as carbon dioxide snow 
should be left in the hands of a trained dermatologist. 


Diaper Rash 


This condition is usually due to ammonia in the 
diaper as a result of urea decomposition, or it may 
be principally a sweat retention rash. 


The child should avoid rubber pants, the diapers 


Figure 5. Acne vulgaris showing pustular and cystic lesions. 
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should be changed as soon as soiled, and the diapers 
should be soaked in Diaparene. The diapers may be 
washed with a superfatted soap (Basis or other type) 
and rinsed well. Excessive carbohydrates in the diet 
should be avoided. 

The skin may be cleansed with Nivea skin oil, 
olive oil, or a vegetable oil, followed by the applica- 
tion of a plain zinc oxide ointment. If the eruption 
becomes secondarily infected, wet compresses, gen- 
tian violet, and systemic antibiotics may be neces- 
sary. Quotane ointment or Quotane lotion may be 
used to relieve the itching and discomfort. 


Infantile Eczema 


Infantile eczema (atopic eczema, disseminated 
neurodermatitis, allergic eczema) usually develops 
in children between 3 and 12 months of age and 
ordinarily disappears by the third or fourth year of 
life, possibly to recur in teenage or adult life. The 
eruption usually begins as a simple erythema or 
intertrigo with scaling, and may be followed by vesi- 
culation with coalescence and rupture of the vesicles 
to form an exudative stage. Crusting (cradle cap, 
seborrhea, impetigo) lichenification, and other asso- 
ciated symptoms, such as itching, restlessness, dis- 
turbances of sleeping, and fears, may develop (Fig- 
ure 6). 

Etiology. The etiology of infantile eczema is in 


Figure 6. Infantile eczema. 


dispute, and etiologic factors vary in importance 
from pediatrician to allergist to dermatologist. It is 
my feeling that intradermal or scratch tests are of 
little value in detecting an etiologic agent. A care- 
ful diet diary, as well as a careful diary of clothing, 
contacts, and environmental factors, are most help- 
ful. Patch tests are invaluable in detecting contact 
irritants. Wool sensitivity is rare, although irrita- 
tion from wool is quite common. 

Complications. Some of the major complications 
are (1) pyogenic infections of the skin from scratch- 
ing, (2) a superimposed therapeutic dermatitis from 
local medication, (3) eczema vaccinatum following 
smallpox vaccination, (4) Kaposi’s varicelliform 
eruption (disseminated herpes simplex), and (5) 
acute glomerulonephritis which may develop after a 
prolonged pyogenic infection. 

Treatment. Psychotherapy is important and it 
must be recognized from the outset that the parent 
as well as the child is to be treated. An elimination 
diet or a diet diary should be instituted early. Super- 
fatted soaps (Basis, etc.) or soap substitutes (Dermo- 
late, Acidolate, Lowilla, etc.) should be used in- 
stead of regular soaps. Contact factors, such as baby 
oils, lotions, plastic, house dust, human dander, 
should be watched for irritating effects. Simple oils 
(Nivea skin oil or vegetable oils may be used for 
cleansing). Milk substitutes such as Mull-soy, Nutra- 
migen, or others may be substituted for conventional 
milk. Eggs in all forms are not essential during the 
first year, and since they are thought so frequently 
to be causative factors, they may be avoided for the 
first year of life in atopic children. (A positive intra- 
dermal or scratch test is not prima-facie evidence 
that the food giving a positive test is responsible for 
the cutaneous reaction.) 

No child with atopic eczema should be vaccinated 
or allowed to come in contact with a person freshly 
vaccinated if the child has active lesions or is 
scratching. 

All pyogenic infections should be treated early 
with systemic antibiotics to avoid serious sequelae. 
Local antibiotics, local antihistaminics, and local an- 
esthetics should be watched, as they frequently pro- 
duce sensitization, especially if used over large areas 
for long periods of time. 

Internal medications involve the judicious use of 
sedation, antihistaminics, and systemic antibiotics. 
Fatty acids have proved of little value. ACTH and 
cortisone may possibly give an immediate dramatic 
result, but should be restricted to those instances in 
which severe exacerbations drive the physician and 
parents to heroic measures. Almost always upon 
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stopping these preparations a return to conventional 
therapy is necessary. 

Local therapy requires wet compresses for weep- 
ing stages, antipyogenic measures for secondary in- 
fection, restraint of the hands to prevent scratching, 
and the local application of ichthyol, tar prepara- 
tions, Vioform and the like. Local antipruritics are 
necessary and Quotane ointment, Quotane lotion, 
calamine lotion, and equal parts of olive oil and lime 
water are helpful. Few conditions require more in- 
genuity on the part of the physician than does infan- 
tile eczema. 


Dermatophytosis 


Dermatophytosis (tinea pedis, “athletes foot,” 
epidermophytosis) may manifest itself as a mild in- 
flammatory reaction with fissuring and scaling be- 
tween the toes (usually more marked between the 
fourth and fifth toes), or may be manifested as a more 
severe symptomatic infection involving the toes, toe 
webs, and soles of the feet. There may be bullous 
lesions over the soles of the feet alone or in addition 
to the scaling, vesicular, or eczematous reaction. 
Occasionally a more severe reaction may arise in 
which there is secondary infection, lymphangitis, 
and lymphadenitis (Figure 7). 

Treatment. For the mild asymptomatic infections 
a simple treatment regimen usually suffices. The toe 
webs and soles are carefully dried after a bath and 
excessive scaling is removed mechanically followed 
by the application of a “fungicidal” dusting powder 
such as Desenex, Sopronol, or similar powder. 

For a more severe, symptomatic infection but with- 
out secondary infection, a satisfactory method of 
therapy includes the use of 1:4,000 potassium per- 
manganate soaks for fifteen minutes each night fol- 
lowed by the application of Castellani paint, Prag- 
matar ointment, half strength Whitfield’s ointment, 
or some of the “fungicidal” ointments such as Dese- 
nex, Sopronol, Asterol, etc. The following morning 
any excess ointment should be removed and one of 
the dusting powders applied. 

When secondary infections exist (cellulitis, lym- 
phangitis, lymphadenitis) the patient should be put 
at bed rest and therapy directed toward the secon- 
dary infection rather than toward the fungous in- 
fection. Continuous compresses, mechanical dé- 
bridement, 1 per cent gentian violet in 10 per cent 
alcohol, and the possible use of systemic antibiotics 
and/or sulfa drugs should be employed. Once the 
secondary infection is controlled, a fungicidal regi- 
men may be instituted. 
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Figure 7. Dermatophytosis (tinea pedis). 


Pyogenic Infections of the Skin 


Pyogenic infections of the skin present the same 
problems in management whether they be true im- 
petigo contagiosum, infectious eczematoid derma- 
titis, sycosis vulgaris, furunculosis, or a secondarily 
infected contact dermatitis, dermatophytosis, or 
other pruritic dermatosis (Figure 8). 

Predisposing Factors. Some of the predisposing 
factors which may influence pyogenic infections of 
the skin include (1) poor hygiene, (2) trauma, 
(3) diabetes or hyperglycemia, (4) excessive sweat- 
ing due to climate or to individual hyperhidrosis, 
(5) foci of infection, (6) blood dyscrasias, (7) debil- 


Figure 8. Impetigo contagiosa. 
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Figure 9. Tinea capitis due to M. audouini. 


ity due to illness, (8) lack of vitamins, (9) pre- 
existing infestations due to scabies, pediculosis and 
the like, and (10) other pruritic dermatoses. 

Complications. Complications to be considered are 
(1) prolongation of the disability, (2) lymphangitis 
and lymphadenitis, (3) the possible development of 
cutaneous moniliasis, (4) possible sensitization of 
the system by local application of antibiotics (this 
may prevent the subsequent oral or parenteral use 
of these antibiotics), and (5) the most severe com- 
plication of all—acute glomerulonephritis from neg- 
lected pyogenic infections of the skin. 

Local Treatment. Principles in management in- 
clude the use of wet compresses (1:4,000 potassium 
permanganate, 1:40 Burow’s solution, 4 per cent 
silver nitrate solution, and 4 to % per cent acetic 
acid solution [pyocyaneus infections}). 

Paints and other liquid preparations have advan- 
tages in weeping conditions, and for these 1 per 
cent gentian violet in 10 per cent alcohol, 3 per 
cent ammoniated mercury in Amphojel, and some 
of the newer antibiotics in liquid forms are advan- 
tageous. A variety of ointments may be used, such 
as 3 per cent ammoniated mercury ointment, 3 per 
cent Vioform ointment, Quinolar, bacitracin, neo- 
mycin, terramycin, aureomycin, polymyxin, and 
various combinations of these preparations for se- 
lected bacterial spectra. Sulfathiazole ointment may 
be used, but it must be remembered that the sulfa 


drugs and antibiotics when used for long periods 
of time over large areas of the body are contraindi- 
cated because of the possible sensitization which 
may prevent subsequent oral or parenteral use. 
Systemic Treatment. Predisposing factors de- 
scribed above should be recognized and eradicated 
or controlled if possible. Systemic antibiotic or 
sulfa drug therapy should be instituted early to 
prevent the development of the more severe com- 
plications, particularly prevention of acute glo- 
merulonephritis. 


Tinea Capitis 


Tinea capitis (ringworm of the scalp) is not only 
one of the most difficult therapeutic problems, but 
is often a difficult diagnostic problem. Although it 
was thought formerly to affect only children, recent- 
ly more adults are being found to have ringworm 
infections of the scalp (Figure 9). 

Problems. Problems in diagnosis include (1) a 
low index of suspicion, (2) unavailability of a 
Wood?’s light, (3) not all fungi fluoresce when exam- 
ined under the Wood’s light, (4) failure to select 
infected hairs for microscopic examination and for 
fungous culture, and (5) there is often an over- 
growth of bacteria or nonpathogenic fungi which 
may obscure the pathogenic fungus. 

Problems encountered in treatment include (1) 
lack of co-operation which may result in spread of 
the disease to other areas of the scalp or spread of 
the infection to other persons, (2) inability to get 
the “fungicide” to the base of the hair (the fungus 
extends down below the epidermal level to the junc- 
tion of the living hair near the bulb of the hair root), 
(3) an irritation or sensitization dermatitis may 
develop from locally applied medications, and (4) 
epilation feared by the parents. 

Etiology. Fungi most often found in children are 
of the Microspora group of fungi. Microsporum 
audouini (human type) and Microsporum canis 
(animal type) are commonest, although occasionally 
Microsporum fulvum may be found. In adults the 
Microspora group of fungi is rarely found, but the 
Trichophyton group both of the ectrothrix and en- 
dothrix types are encountered. Microsporum au- 
douini produces as a rule a mildly inflammatory 
scaling lesion, while Microsporum canis produces a 
more inflammatory reaction. The Trichophyton 
group of fungi produces loss of hair, atrophy, and a 
peculiar “black dot” appearance at the hair follicle. 

Treatment. Principles of treatment include (1) 
clipping of the hair rather than shaving, (2) manual 
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epilation of infected hairs daily, (3) individual combs, 
hats, and personal effects, (4) the wearing of a skull 
cap day and night, (5) daily shampoo, and (6) dili- 
gent local treatment for a minimum of three months 
before epilation is considered. 

Commonly used remedies are 3 to 5 per cent am- 
moniated mercury ointment, half-strength Whit- 
field’s ointment, tincture of iodine, 5 per cent sali- 
cylanilide ointment, 5 per cent copper undecylenate 
ointment, Salundek ointment, Furaspor ointment, 
Spersol ointment, Sopronol ointment, Desenex oint- 
ment, and Asterol dihydrochloride ointment and 
liquid. 

A useful procedure consists in the use of a sham- 
poo each morning followed by one of the liquid prep- 
arations such as Sopronol liquid, Asterol dihydro- 
chloride liquid, or Desenex liquid, and the wearing 
of a well-fitting skull cap. Each night infected hairs 
should be epilated, followed by the application of 
one of the ointments such as Salundek (a mixture of 
salicylanilide and undecylenate). 

If after three months of assiduous treatment there 
is no satisfactory improvement, x-ray epilation by a 
competent dermatologist or radiologist may be 
necessary. After epilation, strenuous local therapy as 
previously described should be continued as the hair 
grows. 


Therapeutic Dermatitis 


Therapeutic dermatitis (treatment dermatitis) rep- 
resents a contact or contact-sensitization type of 
dermatitis from locally applied medications, due to 
primary irritants or acquired sensitivity after re- 
peated applications. The term “therapeutic der- 
matitis”’ is used rather than overtreatment dermatitis, 
as therapeutic dermatitis can develop from judi- 
ciously applied medications (Figure 10). 

Diagnostic Criteria. These include (1) develop- 
ment of the dermatitis during the application or 
shortly after the discontinuance of the local medica- 
tion, (2) the dermatitis tends to clear when the medi- 
cation is discontinued, (3) the dermatitis reappears 
when the medication is reapplied, (4) the dermatitis 
may be reproduced by the patch test, and (5) other 
contact factors may have been excluded. 

Complications which may arise from therapeutic 
dermatitis include (1) prolongation of the disability, 
(2) lymphangitis and lymphadenitis, (3) develop- 
ment of pyoderma and furunculosis, (4) pigmenta- 
tion or depigmentation, (5) keratoses, (6) exfoliative 
dermatitis, and (7) sensitization to subsequent oral 
or parenteral medications. 


Common Offenders. Drugs which commonly cause 
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Figure 10. Therapeutic dermatitis following 
local use of a local anesthetic type ointment. 


therapeutic dermatitis include the anesthetic group 
of drugs, the antihistaminics, the antibiotics, the 
sulfa drugs, Furacin, medications of unknown for- 
mulas, poison ivy extracts by injections, and medica- 
tions which contain phenol, menthol, ammoniated 
mercury, and resorcin. 

Diagnostic Procedures. In doing patch tests to de- 
tect the offending medications the limitations of the 
patch test must be kept in mind: (1) a false positive 
may occur from using a primary irritant, (2) there 
may be a polysensitivity reaction, (3) the dilution of 
the medication may be too strong, and (4) the pa- 
tient may be reacting to the vehicle rather than to 
the ingredient. On the other hand a false negative 
test may occur from a localized desensitized state of 
the tissue, the dilution may be too weak, actual con- 
ditions may not be reproduced, and there may be a 
hypersensitivity at the site of the dermatitis only. 

Treatment of therapeutic dermatitis necessitates: 
(1) stopping of all locally applied medications; (2) 
use of simple wet dressings, such as 1:40 Burow’s 
solution, saline, boric acid, 1:4,000 potassium per- 
manganate, or sweet milk; (3) use of antibiotics 
orally or parenterally if there are secondary infec- 
tions, and use of antihistaminics orally or parent- 
erally to control itching; (4) sedation and simple 
antipruritics. Cortisone or ACTH should be used 
only in extreme cases. 
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Figure 1 (left). Barium-filled esophagus showing widening and slight elongation. There is obstruction at the 
lowermost part of the esophagus due to cardiospasm. Figure 2 (middle). Chest film showing great widening of 
the mediastinum and a dense shadow along the right side of the heart. Dilatation of esophagus was suspected— 
later confirmed by barium study. Figure 3 (right). Barium study of esophagus showing enormous dilata- 


tion and tortuosity of esophagus due to cardiospasm. 


Cardiospasm 


CarDI0osPASM is a functional narrowing of the lower- 
most portion of the esophagus due to a dysfunction 
of the physiologic sphincter at the cardia. Other 
terms have been used to describe the same condi- 
tion—achalasia, phrenospasm, megaesophagus, pre- 
ventriculosis, and esophagectasia. 

Cardiospasm occurs at any age but is most fre- 
quently seen between 30 years and 50 years. Regur- 
gitation and obstruction to swallowing are the most 
frequent symptoms, while pain is relatively uncom- 
mon and hematemesis is rare. At times the symp- 
toms of pulmonary complications predominate. 
They result from aspiration of food and consequent 
infection. Dyspnea, cough, wheeze, and expectora- 
tion are the principal complaints. 

The diagnosis is based principally on fluorosco- 
pic observation of the esophagus during a barium 
swallow, as well as x-ray examination of the esopha- 
gus. In the earliest stage, the esophagus is not 
elongated and appears normal or is slightly dilated, 
but the esophagogastric junction is narrowed and 
there is a delay in the passage of barium into the 
stomach. There may be increased peristaltic activity 


of the esophagus. As the disease advances, the 
esophagus appears wide except near the diaphragm 
where the outline is narrow and conical and there is 
obstruction to the passage of barium into the stom- 
ach for at least several minutes. There may be in- 
creased muscular activity of the esophagus, and re- 
tention of food and fluid in the lower part of the 
esophagus is common. 

In the later phases, the esophagus is diffusely 
dilated and elongated, and peristalsis is reduced. 
At the cardia, the esophagus is a short, smooth, 
narrowed segment. There is no gas bubbie in the 
stomach. In the most advanced stage there is 
marked tortuosity and dilatation of the esophagus 
above the narrowed portion. There is no peristalsis. 
There is a great deal of retention of fluid and food, 
so that the outline of the esophagus may be visible 
even without the ingestion of barium. In these pa- 
tients, the shadow of the esophagus extends into 
the right hemithorax, at times limited superiorly by 
a fluid level. Food particles mixed in the retained 
liquid give a mottled appearance to the wide medi- 
astinal shadow. 
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Cips from Other Journals 


Home Accidents 


Knowinc that accidents are a leading cause of 
death and that the home is the most frequent site 
of accident, DeCosse studied patients hospitalized 
for accidental injuries at the Minneapolis General 
Hospital. He found that the kitchen was the most 
common place for an accident in the home, fol- 
lowed in order by the stairs, the bedroom, and the 
yard. There were more accidents during the latter 
part of the day, suggesting that fatigue plays a 
part just as in industrial accidents. 

Falls were numerically the most frequent of dis- 
abling injuries, and alcoholism and pre-existing 
disability appeared to be more important than 
“accident proneness” as predisposing factors. 
Accidental poisonings were rare in adults—com- 
mon in children under 2 years, a group toward 
which preventive measures should be especially 
directed. (New England J. Med., 248: 837, 1953.) 


Estimation of Surgical Blood Loss 


AN ACCURATE estimation of blood loss during surg- 
ical procedures is essential, and the replacement of 
blood should be carried out during the operation, 
according to a recent article by Cole. It is the duty 
of the anesthesiologist to know the amount of blood 
loss at all times, and to replace it as rapidly as it is 
being lost. When a deficit of 1,000 cc. or more 
develops, irreversible shock may result. 

A rapid, simple method for the estimation of 
blood loss has been presented by the author. A 
suction bottle is graduated in 500 cc. units which 
can be read easily. The entire blood loss equals the 
sum of what is in the suction bottle, what is on the 
sponges, and what remains in the operative field. 
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Home Accidents 


Allowance is made for any liquid poured into the 
field and aspirated, by determining immediately the 
change in fluid volume in the bottle. Estimation of 
the amount of blood on each sponge has been de- 
termined and can be approximated by allowing 8 cc. 
for each four-by-eight sponge. For heavily saturated 
sponges, this figure may be increased. If the sponges 
are not counted, 1,000 cc. of loss can be allowed for 
each bucket of bloody sponges. The author has 
found this method to be efficient, and it has enabled 
the anesthesiologist to replace blood loss more 
rapidly and accurately. (Am. J. Surg., 86:50, 1953.) 


Pseudoprecocious Puberty 


Cook, McArthur, and Berenberg reported two cases 
in which pseudoprecocious puberty in girls turned 
out to be a result of accidental ingestion of estro- 
genic substances. They noted that a physical finding 
particularly suggestive of this diagnosis was intense, 
dark-brown pigmentation of the areolae of both 
breasts. They recommended that this diagnostic 
possibility receive more attention whenever a little 
girl seems to be developing precociously. In partic- 
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ular they recommended postponement of explora- 
tory laparotomy for a few weeks in cases in which 
pelvic findings are negative or equivocal. (New Eng- 
land J. Med., 248: 671, 1953.) 


Primary Repair of Arterial Lesions 


Primary repair by direct end-to-end suture anasto- 
mosis is the treatment of choice in major arterial 
injuries, according to a recent article by Jahnke and 
Howard. These authors, who made up a surgical 
research team in the Korean war, performed direct 
end-to-end arterial sutures in fifty-eight major ar- 
tery battle wounds with only 10 per cent eventual 
loss of a limb. This compares with an amputation 
rate of 49 per cent of similar cases treated during 
World War II when ligation was the prevailing 
method of treatment. 

Early operation is desirable. In the cases reported, 
the lapse of time varied from three to forty-eight 
hours. After controlling hemorrhage, the primary 
wound was explored and the defect in the arterial 
tree located. Injured veins were usually ligated. 
Proximal and distal ends of the severed artery were 
carefully débrided until a normal artery was reached. 
The artery was freed proximally and distally to al- 
low approximation without tension, even though 
collateral circulation was sometimes sacrificed by 
this procedure. Anastomosis was performed by con- 
tinuous everting suture of 5-0 braided nonabsorb- 
able surgical silk. No anticoagulant therapy was 
used and postoperative sympathectomy was never 
employed. The extremity was immobilized in a split 
cast after operation. 

The six failures were due to irreversible changes 
in the tissues, to passage of time, or to technical 
error due to tension at the suture site. When the 
tension was too great, vein grafts were employed, 
and some successful operations were performed fif- 
teen or more hours after injury. (Arch. Surg., 
66 :646, 1953.) 


Deafness Following Tetanus Antitoxin 


Bercer and Sachs reported a case of severe deafness 
following the prophylactic use of tetanus antitoxin 
and stated that it is the third recorded case in the 
literature. Other neurologic complications of teta- 
nus antitoxin, including peripheral nerve paralysis, 
have shown a tendency toward recovering, but of 
the cases of deafness only one has improved. Two of 
the three reported cases were complicated by ves- 
tibular involvement. A 20-year-old woman received 


a prophylactic dose of 3,000 units of tetanus anti- 
toxin following a laceration of the knee. One week 
after the injection, she developed giant urticaria 
and, on the day after the onset of urticaria, was 
struck with sudden deafness and persistent tinnitus. 
Examination revealed 69 per cent loss of hearing in 
the right ear and 62 per cent loss in the left ear. 
There was no nystagmus or vertigo, the Eustachian 
tubes were patent, and there was no improvement 
with inflation. Diagnosis of bilateral deafness, per- 
ception type, with normal labyrinth was made. Fol- 
low-up studies failed to reveal any improvement. 

Therapy of this condition has been ineffectual. 
Attempts toward dehydration and reduction of 
edema by hypertonic solutions plus the use of 
epinephrine, for symptomatic relief, were employed 
but did not help the neurologic phase. The authors 
recommended the use of oral antihistiminics and 
cortisone in the presence of serum sickness. (Arch. 
Otolaryng., 57:501, 1953.) 


Aureomycin Excreted with Bile 


Know1nc that aureomycin is sometimes indicated in 
the treatment of gastrointestinal disease when the 
patient is unable to take medication by mouth, Cole 
assayed the quantity of aureomycin in the contents 
of the gastrointestinal tract after intravenous ad- 
ministration of the drug. He found that aureomycin 
rapidly appeared in the enteric canal, mainly be- 
cause of excretion with bile. In addition there was 
evidence to suggest that the antibiotic was secreted 
by the colon. (J. Lab. & Clin. Med., 41:670, 1953.) 


Dilatation of Pulmonary Artery 


IDIOPATHIC congenital dilatation of the pulmonary 
artery is a presumably benign condition, important 
chiefly because it must be differentiated from other 
congenital cardiovascular defects that require surgi- 
cal treatment. Kaplan and associates studied six pa- 
tients having the syndrome, and derived criteria for 
clinical diagnosis. 

None of the six patients had important cardio- 
respiratory symptoms. They had an inconstant 
systolic murmur (and thrill) loudest in the second 
or third intercostal space just to the left of the 
sternum. Sometimes a short diastolic murmur was 
also present. The second pulmonic sound was 
accentuated. The electrocardiogram was normal. 
In x-ray and fluoroscopic examinations the pul- 
monary artery and its major branches were large 
and “dynamic,” and the peripheral lung fields had 
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normal vascular markings. The cardiac silhouette 
was otherwise normal. 

The authors mentioned that early diagnosis of 
idiopathic congenital dilatation of the pulmonary 
artery has another purpose than for exclusion of 
other congenital lesions that are amenable to sur- 
gery. Such early diagnosis should afford an oppor- 
tunity for long-term follow-up of these patients, with 
a view to obtaining more accurate information about 
prognosis. (J. Lab. ¢ Clin. Med., 41:697, 1953.) 


Parotid Gland Tumors 


From a study of 212 patients having persistent or 
recurrent parotid gland tumors, Slaughter, South- 
wick, and Walter emphasized three cardinal points: 
(1) the great variation in pathologic types; (2) the 
high incidence of cancer; (3) the possibility of 
malignant transformation of benign mixed tumors. 

About 60 per cent of the cases were benign mixed 
tumors, and nearly one-third of these were recurrent 
after surgery. About 15 per cent were various benign 
lesions not classified as mixed tumors. About 25 per 
cent were malignant tumors, and in twelve cases the 
origin of the malignant lesion seemed clearly traced 
to a pre-existing benign mixed tumor. (Surg., Gynec. 
e> Obst., 96: 535, 1953.) 


Postoperative Intestinal Obstruction 


McCune and Keshishian collected forty-six cases of 
intestinal obstruction that had its onset within fif- 
teen days following various operations. Thirty-five 
of these were examples of mechanical obstruction 
and eleven of paralytic ileus. More than one-half of 
all cases (56 per cent) followed pelvic operations or 
intestinal resections. 

The authors emphasized that it is easy to over- 
look postoperative mechanical intestinal obstruc- 
tion because of a tendency to blame distention and 
pain on the minor degrees of ileus that often de- 
velop after operations. The three most valuable 
clinical manifestations of mechanical obstruction 
were rhythmic pain, vomiting, and progressive ab- 
dominal distention unrelieved by enemas. For con- 
firmation of diagnosis the services of a skilled roent- 
genologist were thought to be invaluable for inter- 
pretation of abdominal x-ray films made in the 
standing and the recumbent positions. 

In management of postoperative mechanical ob- 
struction the authors recommended initial conser- 
vative treatment by intestinal intubation. They 
thought that reoperation should be done when 
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intubation fails to release obstruction within a few 
hours. Six of their thirty-five cases were treated con- 
servatively, twenty-nine by reoperation, with a 
mortality of 8.5 per cent. (Surg., Gynec. e& Obst., 
96 :567, 1953.) 


Gastric Effect of Pulmonary Suppuration 


Datey and Barton demonstrated by means of gas- 
troscopic examination that the swallowing of puru- 
lent material from such conditions as bronchiectasis 
or lung abscess had no effect on the gastric mucosa 
except in two instances in which there was mucosal 
edema and localized atrophic gastritis. The results 
of this study do not support the suggestion fre- 
quently made that purulent material from such con- 
ditions as chronic gingivitis, sinusitis, bronchitis, 
bronchiectasis, and lung abscess causes an inflam- 
matory reaction of the gastric mucosa. (Dis. of 
Chest, 25: 336, 1953.) 


Intervertebral Disc Syndrome 


Lgc traction is one of the methods commonly. used 
as part of the nonoperative treatment of interverte- 
bral disc syndrome affecting the lumbar region. 
Rothenberg, Mendelsohn, and Putnam devised sev- 
eral ingenious methods for measuring the effect of 
leg traction on a herniated lumbar disc and on the 
adjacent intervertebral joints. They found no de- 
monstrable reduction of the herniation, nor was 
there any distraction of the intervertebral joints or 
any effect on the paraspinal muscles measurable by 
electromyograms. 

The authors stated that these observations were 
not intended to reflect discredit on conservative 
treatment of intervertebral disc syndrome. They 
advocated that bed rest for at least three weeks 
should always be used before any consideration is 
given to surgical correction of the lesion. (Surg., 
Gynec. ¢ Obst., 96:564, 1953.) 


Treatment of Severe Exophthalmos 


ACTH and cortisone are effective in reducing pro- 
gressive or malignant exophthalmos, according to a 
recent preliminary report by Kinsell, Partridge, and 
Foreman. The mechanism for this dreadful manifes- 
tation of Graves’ disease has never been clearly 
understood. It is believed to result from a direct 
influence of pituitary thyrotropic hormone upon the 
contents of the orbit, causing, among other changes, 
a retrobulbar accumulation of tissue in which mono- 
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nuclear cells are prominent. ACTH and cortisone 
are thought to inhibit thyrotropic activity and might 
be expected to have a “lytic” action on the kind of 
tissue that accumulates behind the orbit. Regardless 
of the merit of these suppositions, the authors found 
that the adrenal steroids effectively modified ‘“‘thy- 
rotropic exophthalmos” in the nine cases they 
treated during the two years prior to their report. 

Asa rule large doses of ACTH and cortisone were 
used over long periods of time. A beneficial effect 
was apparent within forty-eight hours after therapy 
began. As might have been expected, there was a 
high incidence of untoward effects from the steroids. 
The authors therefore emphasized need for the use 
of all measures, dietary and hormonal, to modify 
such effects favorably. The regimen they recom- 
mended for trial in cases of malignant exophthalmos 
was as follows: 

1. First three days: ACTH daily by continuous 
intravenous drip (20 to 40 units per liter of solution 
containing 5 per cent dextrose with 0.2 per cent 
potassium chloride); cortisone daily (200 to 600 
mg. by mouth or intramuscularly). 

2. After three days: ACTH gel, 10 to 40 units 
intramuscularly every twelve hours; cortisone daily 
as before. 

3. Decrease dosages of steroids as rapidly as clin- 
ical status of patient permits. (Ann. Int. Med., 
38 :913, 1953.) 


Perforation of Interventricular Septum 


PERFORATION of the interventricular septum follows 
myocardial infarction in 1 to 2 per cent of fatal 
cases, according to Bond and co-workers. The com- 
plication is recognized by (1) sudden onset of a loud 
precordial systolic murmur and thrill, maximal at 
the third and fourth left intercostal spaces; and (2) 
sudden worsening of the patient’s clinical condition 
(aggravation or return of chest pain, congestive 
heart failure, cyanosis). The rupture usually devel- 
ops within ten days of onset of myocardial infarc- 
tion, and the prognosis in such patients is extremely 


poor. (Ann. Int. Med., 38: 706, 1953.) 


Plasma Cell Myeloma 


FRoM an analysis of data in fifty-one cases of plasma 
cell myeloma (multiple myeloma), Meacham ob- 
tained some points that are not widely known about 
the diagnosis of this invariably fatal disease. Thus, 
in addition to the well-known fact that most myeloma 
patients have anemia, he found (1) that in three out 


of every four patients in his series, the anemia was 
macrocytic, therefore resembling pernicious anemia. 
(2) In 13 per cent of the patients, the only bone le- 
sion demonstrable by x-ray examinations was a dif- 
fuse osteoporosis—differing from “senile” osteo- 
porosis only by the fact that the skull also was in- 
volved. (3) Although plasma cells are found in 
marrow aspirations from patients having other dis- 
eases, the marrow aspirates of these myeloma pa- 
tients showed a higher percentage of plasma cells 
(usually more than 10 per cent) and the cells were 
large and immature. (4) Renal failure in plasma cell 
myeloma tended to be associated with a normal or 
low serum globulin, high ionized serum calcium, 
and Bence-Jones proteinuria. (Ann. Int. Med., 38: 
1035, 1953.) 


Relief of Allergic Symptoms 


Tue beneficial effect of an intercurrent infection 
upon allergic manifestations was recalled to mind 
in a report by Fries and Borne. They observed 
thirty-two atopic children in whom chronic severe 
allergic symptoms underwent remission during a 
bacterial or viral infectious disease. Measles seemed 
to be the most consistent modifier in this respect. 
Those patients who could be followed afterward 
remained free of allergic symptoms for from five 
days to one year. 

Although the mechanism for this effect was not 
apparent, the authors thought it was related to the 
fever provoked by the intercurrent infection. They 
suggested that further investigation of the phenom- 
enon may be fruitful in elucidation of the allergic 
process and its therapy. (Ann. Int. Med., 38:928, 
1953.) 


Aureomycin for Actinomycosis 


IN RECENT years serious fungal diseases of humans 
are being diagnosed more frequently. McVay and 
Sprunt believe that this is partly a result of in- 
creasing interest in such disorders—an interest 
that is somewhat heightened by the fact that they 
are a challenge to modern methods of therapy. 
They cite actinomycosis as an example, and re- 
count their experiences in treating this disease 
with aureomycin. 

The authors make the practical clinical points 
that actinomycosis should be considered in the dif- 
ferential diagnosis of any subacute or chronic in- 
flammatory processes in which the cause is not obvi- 
ous—especially when face or neck is involved—and 
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that aureomycin in large doses is effective in con- 
trolling this disease. For cervicofacial actinomycosis, 
they recommend 750 mg. of the drug every six hours 
for ten days, followed by 500 mg. every six hours 
for eighteen additional days. They stipulate that 
larger doses or longer periods of treatment or both 
may be needed for other types of involvement. (Ann. 
Int. Med., 38:955, 1953.) 


Cerebral Circulation in Heart Failure 


CEREBRAL blood flow, cerebral metabolism, and cere- 
bral vascular resistance were studied by Novack and 
associates in a group of fifteen patients having mod- 
erately severe congestive heart failure. Prior invest- 
igations had seemed to indicate that the cerebral 
circulation is impaired in such patients. However, 
the authors pointed out that this supposition was 
based on studies in which heart failure patients were 
compared with “normal” values for young persons. 

For the “controls” in this present investigation, 
they selected people in an older age group, com- 
parable more strictly with the cardiac patients. 
Under these circumstances they reported that the 
cardiac patients and the “control” patients had 
similar changes in cerebral circulation and metab- 
olism. They concluded that heart failure itself does 
not influence the cerebral circulation adversely and 
that reductions in cerebral circulation of such pa- 
tients could be more logically attributed to cerebral 
arteriosclerosis. These studies did not preclude the 
possibility that cerebral blood flow would be reduced 
by heart failure of greater severity. (Circulation, 
7:724, 1953.) 


Reiter's Syndrome 


Tue term “‘Reiter’s syndrome” is used to describe a 
self-limited clinical triad consisting of nonspecific 
urethritis, purulent conjunctivitis, and arthritis. 
Larson and Zoeckler described four cases of great 
severity, in which ACTH gave prompt and dra- 
matic relief from pain, stimulated appetite, and per- 
mitted vigorous physiotherapeutic measures to be 
applied. Previous treatment had been unsuccessful 
and complicating joint contractures had seemed in- 
evitable. (Am. J. Med., 14:307, 1953.) 


ACTH for Rheumatic Carditis 


Taran and his associates demonstrated that corti- 
sone and ACTH therapy in protracted carditis im- 
proved the clinical course of the disease during the 
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period of hormone administration. Exudative phe- 
nomena were readily suppressed during hormone 
therapy. There was no regression of anatomic 
changes in the heart and, in a few instances, definite 
progression of cardiac damage was noted. 

The authors believed that their results indicated 
that the natural course of rheumatic carditis was 
not materially influenced. Untoward effects from 
the hormone administration were frequent. Of the 
sixteen patients treated, ten showed one or several 
signs of Cushing’s syndrome, nine showed definite 
evidence of psychologic effects (euphoria or de- 
pression). In three patients, marked syncope de- 
veloped following parenteral administration of corti- 
sone acetate. (Am. J. Med., 14:275, 1953.) 


Reaction to Neo-Penil 


CHorkowskI reported a case of severe anaphylactoid 
reaction caused by Neo-Penil. The author believed 
that the patient had become sensitized to iodine in 
the form of syrup of hydriodic acid used as an ex- 
pectorant before Neo-Penil therapy. The toxic re- 
action was due not to the penicillin fraction of the 
drug, but to the iodine fraction or some other com- 
ponent. Subsequent injections of ordinary aqueous 
penicillin-G caused no reaction. (New England J. 
Med., 248 :1022, 1953.) 


Shoulder-Hand Syndrome 


Russexk and his associates studied seventeen pa- 
tients with shoulder-hand syndrome which devel- 
oped as a complication of acute myocardial infare- 
tion. All of these patients were treated unsuccess- 
fully with physical therapy, or local and stellate 
ganglion blocks. Cortisone produced complete relief 
in five patients, great improvement in eight, mod- 
erate improvement in three, and no significant re- 
sponse in one. There was dramatic relief of pain, 
often within twenty-four to forty-eight hours, with 
an associated improvement in the range of motion of 
the affected joints and in some instances a complete 
reversal to normal. Vasomotor disturbances were 
also considerably influenced, with a decrease or dis- 
appearance of edema and improvement in tempera- 
ture, color, and sudomotor activity of the hand. 
Flareup of symptoms did not occur after the corti- 
sone therapy was discontinued. Furthermore, the 
authors believe, on the basis of their studies, that 
the danger of vascular complications, such as throm- 
boembolism, from the use of cortisone is either non- 
existent or has been greatly overemphasized. (Arch. 
Int. Med., 91 :487, 1953.) 
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New Oral Diuretic 


As part of the search for an effective oral diuretic, 
Friedberg and co-workers tried Diamox (Lederle) 
in a group of twenty-six patients having chronic 
congestive heart failure of such severity that paren- 
teral administration of a mercurial diuretic would 
otherwise have been necessary. This drug is a car- 
bonic anhydrase inhibitor—a substance that acts on 
renal tubule cells to impair the tubular secretion of 
hydrogen ion and to diminish retention of sodium. 

Eighteen of the twenty-six patients showed a 
clinical response that compared favorably with the 
response to parenterally administered mercurial 
diuretics. The best dosage schedule for the carbonic 
anhydrase inhibitor was 0.25 Gm. three times a day 
for two days, with courses repeated every two to 
seven days, or the continuous administration of 
0.25 Gm. once a day. There were no serious toxic 
manifestations. Mild drowsiness or transient pares- 
thesias were noted by a few patients. Studies were 
not extended long enough to disclose whether or 
not significant electrolyte depletion follows use of 
the agent continuously for a long time. (New Eng- 
land J. Med., 248:883, 1953.) 


Chronic Atrophic Gastritis 


In THE course of 2,500 gastroscopic examinations, 
Palmer diagnosed chronic atrophic gastritis in sev- 
enty instances. Fifty-seven of these patients had 
been gastroscoped in a search for an explanation of 
upper abdominal symptoms. With further study, 
fifty-one of the fifty-seven were disclosed to have 
other diseases that “were good and perhaps better 
explanations for those symptoms than the atrophic 
gastritis...” 

Without discounting the importance of gastritis 
in pathogenesis of achlorhydria and gastric polyps 
and cancer, the author concluded that it was mainly 
a subclinical disease in this group of patients. (Am. 
J.M.Sc., 225 :501, 1953.) 


Significance of Systolic Murmurs 


THE significance of finding only apical and aortic 
systolic murmurs in the consulting practice of a 
cardiologist was evaluated by White and co-workers. 
Murmurs of slight to moderate intensity (grades 2 
and 3) were much more common than loud and very 
loud murmurs (grades 4 and 5). However, loud and 
very loud murmurs were invariably associated with 
structural heart disease, while such was not the case 


in 22 per cent of patients having murmurs of grades 
2 and 3. 

Hypertensive heart disease and coronary heart 
disease were the commonest etiologic diagnoses in 
both groups. There was a clear-cut disparity in the 
frequency of rheumatic heart disease in the two 
groups: 27 per cent of cases of loud murmurs; 3 per 
cent of cases in the other group. Cardiac size was 
more important than intensity of murmurs or any 
other factor, so far as mortality was concerned. 

Incidentally, the authors confirmed a finding pre- 
viously reported by White, namely, that “aortic sys- 
tolic murmurs are well transmitted to the cardiac 
apex and poorly to the lung bases while mitral sys- 
tolic murmurs of the same intensity are well trans- 
mitted to the left axilla and lung bases and poorly 
or not at all to the aortic area.”” (Am.J.M.Sc., 225: 
469, 1953.) 


Rheumatic Heart Disease 


Jounson and Ferencz assessed the value of cortisone 
in rheumatic heart disease by comparing one hun- 
dred patients treated by that drug with eighty pa- 
tients who had been treated before cortisone was 
available. This latter “control” group had not usu- 
ally received salicylates for more than seven to ten 
days. Although some patients who received corti- 
sone looked better than might otherwise have been 
expected, the drug had no apparent effect in re- 
ducing the incidence of rheumatic heart disease. 
(New England J. Med., 248:845, 1953.) 


Hydrallazine Hydrochloride 


Moyer showed that 35 per cent of hypertensive pa- 
tients receiving hydrallazine hydrochloride (Apres- 
oline) for three months obtained a reduction of 
more than 20 mm. mean blood pressure. After one 
or two years of therapy, only 9 per cent of the pa- 
tients continued to obtain adequate blood pressure 
regulation. The limiting factors to the continued 
use of this drug appeared to be predominantly 
cardiac and gastrointestinal side reactions. The 
author feels that hydrallazine should not be used 
indiscriminately and, when used alone, is indicated 
primarily for patients with mild hypertension and 
without evidence of coronary artery disease. 

By combining hydrallazine therapy with hexa- 
methonium, the cardiac stimulant effect of the hy- 
drallazine is abolished, while the hypotensive effect 
of each drug is maintained. Combined therapy 
should be used only in those instances in which the 
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hypertension is severe and an adequate reduction 
in blood pressure does not follow the administration 
of hexamethonium alone. 

In Moyer’s study, rather extreme hypotensive 
episodes occasionally occurred when both drugs 
were used in combination. (Arch. Int. Med., 91:419, 
1953.) 


Intermittent Bundle Branch Block 


INTERMITTENT bundle branch block is characterized 
by the appearance of both normal and bundle branch 
block complexes in a single electrocardiogram, with 
fluctuations back and forth between the normal and 
the abnormal conduction patterns. It is encountered 
mainly in elderly people or in patients with organic 
heart disease. 

Shearn and Rytand emphasize that, because of 
the underlying disease in patients with this condi- 
tion, the conducting system becomes so modified 
that a point is reached at which even minor influ- 
ences on conduction are attended by a change in 
the form of the ventricular complex. In the pres- 
ence of such a delicate balance, tachycardia may 
add an additional burden to the compromised con- 
duction system and cause bundle branch block to 
appear. They report eight cases in which functional 
fatigue of the conducting system occurred, with the 
production of bundle branch block as a result of 
tachycardia. From their studies it appears that in- 
termittent bundle branch block is not only an ex- 
pression of underlying myocardial disease, but 
probably represents a transitional stage before per- 
manent bundle branch block occurs. (Arch. Int. Med., 
91:448, 1953.) 


Guilt Reactions in Cancer Patients 


Cancer patients frequently have a guilt reaction 
toward their disease, according to a recent report 
by Abrams and Finesinger. In a group of sixty pa- 
tients studied, including all forms and all stages of 
the disease, six at some point during the interview 
indicated that they considered their illness to be 
their own fault or the fault of others. Some thought 
a venereal disease previously contracted, a misdeed, 
a blow, their own negligence, or their own misun- 
derstanding of cancer resulted in their present ill- 
ness. Others believed cancer to be inherited or con- 
tagious. In most instances the patients considered 
themselves different from those with other dis- 
orders. This appeared to be due to a concept that 
cancer is a disease of unclean origin. Such miscon- 
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ceptions resulted in attitudes of inferiority, inade- 
quacy, dependency, and rejection. In general, the 
more realistic the patients were about their illness 
the sooner they came for diagnosis and treatment. 

The authors expressed a belief that cancer pa- 
tients in general would be benefited if physicians 
were alerted to the existence of these guilt reactions. 
They recommended that the problem of anxiety 
concerning the diagnosis be treated in each case 
according to the personality and the needs of the 
individual, and that the patient should take the 
lead in any discussion of the diagnosis. They recom- 
mended the avoidance of overexplanation, unnec- 
essary circumlocution, and untruths. They also felt 
that regularly planned visits were of benefit and that 
these should be maintained with the same degree of 
interest throughout medical care. (Cancer, 6:474, 
1953.) 


Enzymatic Treatment of Radiation Necrosis 


RaDIATION necrosis has been a serious complication 
of x-ray treatment, often defying all methods of 
treatment. Hultberg has applied Varidase to such 
indolent ulcers with some success. Necrotic radia- 
tion ulcers were treated by the application of a con- 
centrated solution of Varidase dissolved in isotonic 
sodium chloride and applied as gauze soaks. These 
dressings were changed several times daily, and 
after two or three days a more dilute solution was 
employed. Treatment was continued for three days 
to a week, followed by the application of a bland 
antiseptic ointment. If the ulcers were covered by 
fibrous tissue, the removal of this tissue facilitated 
the effects of the Varidase. 

This treatment resulted in very rapid cleansing of 
the necrotic area in almost all cases. The wet slough- 
ing tissue often dried up within a few days, and pain 
disappeared as soon as the dressings were applied. 
With the appearance of fresh granulations, healing 
began. The author recommended the use of Vari- 
dase in such cases, but stated that it should be 
carried out in a hospital, since home management 
in most instances was not successful. (Acta radiol., 


39 :343, 1953.) 


Tinnitus in Normally Hearing Persons 


ALTHOUGH tinnitus is known to be common in 
people with varying degrees of deafness, Heller and 
Bergman have found that it is noticed by many nor- 
mal persons when they are placed in a soundproof 
room. The authors reported that 73 per cent of deaf 
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patients complain of various forms of tinnitus, and 
93 per cent of normal subjects hear similar sounds 
when placed in a soundproof room. The sounds 
most commonly heard are buzzing, humming, sing- 
ing, or a sound simulating falling water. Such symp- 
toms have commonly been associated with otoscle- 
rosis, Méniére’s disease, otitis media, and otitis in- 
terna, acute or chronic. They suggested, however, 
that the patients be told the nature of tinnitus, that 
it is a symptom and not a disease, and that it does 
not necessarily imply a threat to hearing. 

Various forms of treatment, including medica- 
tion, dietary control, radiation, and surgical pro- 
cedures, have offered no sure way of curing this 
complaint. The authors suggested that the presence 
of audible and subaudible tinnitus may constitute 
an early symptom preceding impaired hearing. 
When subaudible it may, however, be a physiolog- 
ical phenomenon in an intact auditory apparatus. 
(Ann. Otol., Rhin. e Laryng., 62:73, 1953.) 


Repeated Surgery in Carcinoma of the Colon 


WE sHouLD abandon the prevalent belief that the 
only chance for cure of cancer lies in the first opera- 
tion, according to a recent article by Moore. He re- 
ported a case of carcinoma of the sigmoid in which 
seven operations were performed over a period of 


five and one-half years. A recurrent tumor of the 
sigmoid involving the floor of the pelvis, the abdom- 
inal wall, and the spleen was removed. When last 
seen, the patient showed no evidence of further 
recurrence. 

Because many malignant tumors, particularly in 
the colon, grow slowly, “look-see” operations at six- 
month intervals may be indicated in order to remove 
new metastatic areas as they appear. In the case pre- 
sented, in the opinion of the author, advancement 
of the tumor was delayed and the life of the patient 
greatly prolonged. (Surgery, 33:761, 1953.) 


Microfilms for Detection of Gastric Neoplasms 


Wicu and Swenson have applied the use of micro- 
film in a technique of photofluorography for detec- 
tion of unsuspected gastric neoplasms. By this 
method, the patients, after preparation, take a small 
amount of barium sulfate by mouth and are then 
subjected to six exposures of radiation using micro- 
film. Designed for routine use in patients without 
gastric symptoms, this procedure resulted in the 
detection of eleven silent neoplasms. The tumors 
were small enough to be resectable in most instances, 


and have carried much greater likelihood of cure 
than larger lesions which produce symptoms. As 
carried out in the Jefferson Medical College Hos- 
pital in Philadelphia, the procedure cost $1.46 per 
patient. The authors feel that by this means many 
gastric cancers can be detected while they are still 
small, and that the rate of cure will be greatly im- 
proved. (Am. J. Roentgenol., 69:242, 1953.) 


Tennis Elbow 


Tennis elbow, or epicondylitis, is a common dis- 
ability resulting from occupations which require 
frequent pronation and supination movements of 
the fully extended elbow. Although its cause is not 
clearly understood, it is apparently produced by 
partial rupture of the lateral epicondylar origin of 
the forearm extensor tendons. Treatments recom- 
mended have included forcible extension of the 
elbow with the forearm in pronation and the wrist 
and fingers flexed, local procaine injections, phys- 
ical therapy, the use of cock-up splints, and in 
certain intractable cases, surgical exploration. 

Procaine injections sometimes produce a very 
acute, painful flare-up of symptoms and, in such 
cases, the results have been poor. In some cases 
operative intervention has been useful, when there 
is inflammation of the small bursal sac between the 
external epicondyle and the common extensor ten- 
don origin. Excision of this bursa results in com- 
plete relief. 

The authors have employed injections of 25 mg. 
of hydrocortisone in 1 cc. of solution directly into 
the common extensor tendon at its most tender 
area. The rationale of treatment is the local inhi- 
bition of the growth of mesenchymal tissue effected 
by the drug. In three of the five cases reported, im- 
mediate relief was obtained from a single injection. 
In one case, two injections were required and, in 
one, no improvement resulted. Because of the sim- 
plicity of this method of therapy, the authors rec- 
ommended its trial in this disability. (Am. J. Surg., 
86:123, 1953.) 


Eosinophil Count in Neoplasms 


Necrosis of a malignant neoplasm often simulates an 
infectious process, including development of leuko- 
cytosis. According to Murray, the two types of con- 
dition can be differentiated by obtaining a total 
eosinophil count, likely to be higher than normal in 
cases of neoplasm—normal or low in cases of in- 


fection. (New England J. Med., 248:848, 1953.) 
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Information Please 


Sedation for Hyperactive Children 


Q. What is the best form of sedation for hyperactive children: 
a) between 12 months and 3 years of age, b) between 3 years and 
6 years? 


A. The treatment of children who are hyperactive 
depends on the cause. Some children are normally 
very active, others are overstimulated, in still others 
the etiology is cerebral damage which may be so 
mild as not to give gross neurologic symptoms. As- 
sociated symptoms are distractibility, poor concen- 
tration, and impulsiveness. 

The drug of choice in children of all ages is 
Benadryl. To begin with, the child receives 1 
teaspoonful of the elixir (10 mg.), three times a day. 
If there is no improvement in three days, the dosage 
is increased to 2 teaspoonfuls three times a day, and 
then to 3 teaspoonfuls. 

If Benadryl is ineffective, Benzedrine may be 
tried, starting with 2.5 mg. once a day on arising, 
and increasing the dose every three days until a 
therapeutic or toxic effect is obtained. Some chil- 
dren need as much as 10 to 20 mg. a day before 
they are benefited. 

If both Benadryl and Benzedrine are without ef- 
fect, Dilantin Sodium may be tried, starting with 
30 mg. twice a day. Phenobarbital has little if any 
value in the treatment of hyperactivity. 


Cardiac Asthma 


Q. What is the differential diagnosis and treatment of cardiac 
asthma with reference to ACTH, cortisone, etc.? 


A. Under certain circumstances the pulmonary 
congestion which results from acute left ventricu- 
lar failure may result in asthmatic breathing, or so 
called cardiac asthma. The chief condition to be 
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differentiated is bronchial asthma but nearly all 
pulmonary diseases are at times associated with 
wheezing. Helpful points are age of onset (cardiac 
asthma chiefly in older persons) ; associated heart 
disease: hypertensive heart disease, aortic valve 
disease, gross myocardial infarction; absence of 
history of previous attacks of bronchial asthma. 

In addition to the wheezing respiration, the fine 
rales of pulmonary edema are usually heard and 
there may be signs of failure of the right ventricle 
as well. In general when right ventricular failure 
appears, cardiac asthma disappears. It is in no wise 
an allergic phenomenon and hence does not 
respond to cortisone or ACTH. Morphine is the 
drug of choice in cardiac asthma in contrast to 
bronchial asthma in which condition it is contra- 
indicated. Aminophylline may be used when the 
physician is in doubt as to the type of asthma 
present. Rapid digitalization should be instituted. 


Cyclothymic Personality 
Q. What is the somatic therapy of the cyclothymic personality? 


A. In 95 per cent of the instances of the so- 
called “‘cyclothymic personality” no treatment is 
necessary at all. If the questioner refers to the de- 
sired treatment in cases of excessive excitement or 
excessive and severe depression, probably electro- 
shock therapy is most effective. 

What the questioner may mean by “somatic” 
therapy, I haven’t any idea. My impression is that 
most psychiatrists would use those indicated drugs 
that might be desirable for such instances, namely, 
sedatives for the excitement or stimulants in the 
depression, though in neither case are these re- 
garded as more than merely palliative. Sedative 
baths in the continuous immersion tubs are some- 
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what effective for excitement. Stimulative physio- 
therapy measures are helpful in some depressions. 
The point is that many of us have cyclothymic 
personalities though we never reach a point where 
any kind of therapy is necessary. 


Brucellosis in a Veterinarian 


Q. Please give symptoms, pathology, and treatment for a veterinar- 
ian who was accidentally inoculated with Brucella abortus vaccine 
for cattle. 


A. I presume that the question refers to Strain 19 
used for immunizing cattle. A viable strain of Bru- 
cella is used in this procedure, although the mate- 
rial is of very low virulence. From time to time there 
are indications that veterinarians have become in- 
fected while using this strain. The symptoms are 
no different from those induced by the more viru- 
lent strains of Brucella abortus, namely, those of an 
acute infectious disease. No one knows anything 
about the pathology. As far as treatment is con- 
cerned, one can use either aureomycin or terramy- 
cin in a dose of 0.5 gram four times a day for two 
to three weeks. 


Ectopic Pregnancy: Diagnosis and Treatment 


Q. What is the differential diagnosis of the early stage of ectopic 
pregnancy, and what is the treatment of choice? 


A. In the differential diagnosis of an early ectopic 
pregnancy, one must consider uterine abortion, 
intrauterine angular pregnancy, pregnancy in a 
retroflexed uterus, appendicitis, and ovarian cyst. 
Following are the symptoms and signs for these 
conditions. 


UTERINE ABORTION 


1. Onset quiet, with gradually 
intensifying and regular pains in 
the lower part of the abdomen, 
resembling labor. 

2. External hemorrhage, pro- 
fuse or moderate, with clots. 


3. Symptoms of hemorrhage 
proportionate to the visible loss 
of blood. 


4. Discharge of parts of the 
ovum with villi. 

5. Demonstration of the ovum 
in the uterus, or an empty uterus 
and a normal pelvis. 

6. Uterus corresponds to the 
size of the pregnancy. 


ECTOPIC PREGNANCY 


1. Onset stormy, with irregular 
and colicky pains, sometimes 
few and excruciating, localized 
on one side. 

2. External hemorrhage slight, 
continuous, dark, and fivid; or it 
may be absent. 

3. Symptoms of hemorrhage 
and shock much greater than 
can be accounted for by the vis- 
ible loss of blood. 

4, Only a uterine decidua, if 
anything; no villi. 

5. Finding of a -tender mass 
alongside the uterus. 


6. Uterus relatively smaller. 


INTRAUTERINE ANGULAR 
PREGNANCY 


1. History is that of normal 
pregnancy, though sometimes 
angular pregnancy causes oc- 
casional slight hemorrhages and 
pains. 

2. No expulsion of membrane, 
unless abortion. 

3. No anemia. 

4. Configuration of tube and 
round ligament on the outside 
of the mass. 

5. The wall of the uterus can be 
felt to pass over onto the mass, 
especially during a contraction. 


6. The mass is soft, feels like a 
pregnancy, is up high on the 
side of the pelvis, and is mov- 
able as a part of the uterus. 

7. The angular portion of the 
uterus contracts. 

8. During a few weeks the uter- 
us assumes its typical shape. 


PREGNANCY IN RETRO- 
FLEXED UTERUS 


1. The history is typical of preg- 
nancy. 


2. Urinary difficulties are usual 
and definite after ten weeks. 

3. Pain and hemorrhage are 
rare and slight. 

4. The angle at the cervix can 
be felt with the finger and with 
the hand on the abdomen; noth- 
ing is felt where the corpus 
should be. 

5. The retroflexed corpus is 
round, smooth, more or less mov- 
able, feels like a pregnancy, 
and sometimes contracts. 

6. Late in pregnancy the condi- 
tion is rare. 


APPENDICITIS 


1. There are no signs or symp- 
toms of pregnancy. 

2. Pain, nausea, vomiting, and 
fever are present. 

3. Tenderness and rigidity are 
up high. 

4. Leukocytosis is usual. 

5. Patient is flushed and ex- 
cited. 

6. Uterus and adnexa are nor- 
mal. 
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ECTOPIC PREGNANCY 


1. History of colicky pains and 
peritoneal irritation for several 
weeks; then a stormy event (rup- 
ture), with severe pain, shock, 
and the like. 

2. Expulsion of decidua. 


3. Some anemia. 

4. The tube and round liga- 
ment are not palpable, or me- 
dial to the tumor. 

5. The mass is separated from 
the uterus by a groove. This is 
especially deep in pregnancy in 
an accessory horn. 
"6. The mass is harder, lies at the 
side of the uterus or in the cul- 
de-sac, and is not movable with 
the uterus. 

7. No contractions of the sac. 


8. The mass becomes more and 
more asymmetrical at successive 
examinations. 


ECTOPIC PREGNANCY 


1. The history is strongly sug- 
gestive of an abnormal gesta- 
tion. 

2. Bladder symptoms are sel- 
dom present. 

3. The opposite is the rule. 


4. An angle is felt with the fin- 
ger but with the hand on the 
abdomen the corpus is found in 
front of the mass. 


5. The mass in the cul-de-sac is 
irregular, not movable, putty- 
like, does not feel like a gravid 
uterus, and never contracts. 

6. Late in pregnancy an adja- 
cent mass, which represents the 
enlarged empty uterus, may be 
found. 


ECTOPIC PREGNANCY 


1. Signs and symptoms of preg- 
nancy are present. 

2. Pain is worse, vomiting is less, 
and fever is absent or slight. 

3. Tenderness and rigidity are 
slight and down low. 

4. Leukocytosis is equivocal. 

5. The patient is pale and faint 
or apathetic. 

6. The characteristic findings are 
those of ectopic gestation. 
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7. A mass may be felt high in 
the pelvis. 

8. There are no uterine symp- 
toms. 

9. The sedimentation rate is ex- 
tremely rapid. 

10. Exploratory puncture may 
reveal pus or serum with bac- 
teria. 

11. Reactions to biologic preg- 
nancy tests are always negative. 


OVARIAN CYST 
1. Menses normal. 


2. No uterine bleeding. 

3. Pain unusual except when 
cyst becomes twisted or rup- 
tures; then the pain may be ex- 
cruciating. 

4. Movement of cervix does not 
cause pain in mass. 

5. Mass is round, cystic, and 
movable. 

6. Mass may be moved away 
from uterus. 

7. Uterus usually normal in size 
and hard. 


7. The mass is low in the pelvis. 
8. Decidua is discharged. 


9. The sedimentation rate is 
moderately rapid. 

10. Exploratory puncture re- 
veals blood, serum, or amniotic 
fluid. 

11, If pregnancy is intact, reac- 
tions to pregnancy tests are 95 
per cent positive; otherwise the 
incidence is much lower. 


period. 

2. Often menstrual bleeding. 
3. Pain frequent and excruciat- 
ing after rupture. 


4. Movement of cervix causes 
pain in mass. 

5. Mass is often indefinite, very 
tender, and slightly movable. 

6. Mass cannot be moved from 
the uterus. 

7. Uterus usually enlarged and 
soft. 


It may be impossible to differentiate ruptured 
tubal pregnancy from a ruptured corpus luteum 


cyst. 


The treatment of choice in every case of ectopic 
pregnancy is immediate operation as soon as a def- 


inite diagnosis is made. 


Dangers of Quinine 


Q. What is the general feeling about using quinine for medical 
inductions at term pregnancy, its effect on the infant, fetal death 


rate, and deafness? 


A. In the latter part of the last century quinine 


was cautiously introduced as a possible substitute 
for ergot in the induction of premature labor. About 
twenty-five years ago, quinine along with castor oil 
and enemas were popularized as agents for induc- 
tion of labor. Today there is reasonable doubt about 
the efficacy of these three agents for the induction 
of labor. Enemas are relatively harmless. Castor oil is 
unpleasant to take, irritating, dehydrating, and po- 
tentially dangerous to the intestinal tract. Quinine 
has a completely unpredictable influence on uterine 
musculature as demonstrated by Dodek (Surg., 
Gynec. & Obst., 55:45, 1932) and by Marchetti et al. 
(New York State J. Med., 43:2183, 1943). 
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Quinine passes through the placenta. There have 
been many reported instances of fetal death follow- 
ing the use of quinine for the induction of labor. 
Dillings and Gemmell presented an excellent sum- 
mary of this subject (J. Obst. ¢> Gynaec. Brit. Emp., 
36 :353, 1929). Richardson reported the toxic effect 
of quinine on the eye of the unborn fetus (South 
M. J., 29:1156, 1936). West demonstrated patho- 
logic changes in the vestibular and auditory appa- 
ratus of the ear resulting from the prenatal use of 
quinine (Am. J. Obst. e& Gynec., 36:241, 1938). 

Quinine is an unreliable uterine stimulant and a 
toxic drug. It should not be used for the induction 
of labor. 


Cameron Heartometer 


A. Please discuss the value of the Cameron Heartometer in diag- 
nosis of clinical cardiovascular disease. 


A. As far as can be determined from the liter- 
ature, the Cameron Heartometer has no virtues in 
the diagnosis of cardiovascular disease. 


Value and Dangers of Phenylbutazone 


Q. What are the dangers, if any, of use of phenylbutazone 
(Butazolidin)? How efficient is it? 


A. Phenylbutazone may produce skin rashes, 
edema, reactivation of peptic ulcer, and other gas- 
trointestinal disturbances. There often is a fall in 
hemoglobin which is due in part to hemodilution, 
and occasionally a significant reduction in blood 
platelets. There have been a few reports of agranu- 
locytosis. Hypertension may develop occasionally. 

Despite these hazards, if properly given, using 
the smallest effective dose, phenylbutazone is ex- 
tremely valuable in a very high percentage of pa- 
tients with rheumatoid spondylitis and with gout. 
It is probably effective in a smaller percentage of 
patients with peripheral rheumatoid arthritis. 


Treatment of Pernicious Anemia 


Q. What is the best initial and maintenance treatment of per- 
nicious anemia? 


A. Pernicious anemia should be treated by the 
administration of liver extract or vitamin Bj given 
parenterally. 

Since there is no adequate evidence that liver 
extract contains something in addition to vitamin 
Bie and since sensitivity is less likely to develop to 
vitamin Bye than to liver extract, treatment can be 
based on the use of the vitamin. For the patient in 


1, Often a missed menstrual 


relapse, an excess of the maintenance dose should 
be given in order to bring about a remission and to 
supply some reserve. Since a substantial proportion 
of a large dose of vitamin Bj is promptly excreted, it 
is probably better to give the vitamin by intramuscu- 
lar injection daily until evidence of a clear-cut re- 
mission has been obtained. Thus, 50 micrograms 
might be injected daily until a reticulocyte response 
has been observed. This should reach its peak at 
the end of the fifth to eighth day. When this has 
been reached, the dose can be reduced to, say, 50 
micrograms twice a week. This should be main- 
tained until the blood has reached normal. 

For maintenance thereafter, approximately 2 mi- 
crograms per day is sufficient. Thus, 60 micrograms 
intramuscularly should be adequate for mainten- 
ance for 30 days. Approximately this amount can be 
injected monthly, or twice this amount or a little 
more every two months. The patient should be ex- 
amined and the blood examined once a month or 
once in two months in order to make certain that 
a normal state is being maintained. Oral therapy is 
unnecessary and cumbersome as well as expensive. 


Significance of Generalized Pains 


Q. What diagnostic possibilities should be considered in a patient 
who complains of generalized pain, i.e., pains in arms, legs, and 
back? A complete physical examination, history, and routine labora- 
tory workup (blood count, Wassermann, sedimentation rate, urinaly- 
sis) have indicated nothing. The patient is a , 30 years of 
age, who complains of morning and evening pains, with some 
“jelling.” 


A. The question seems to imply two things: 
(1) that the patient’s pain is chronic, and (2) that 
it is muscular rather than articular pain. On this 
basis the likeliest diagnostic possibilities are as 
follows: 

1. The patient has that generalized muscle dis- 
ease of uncertain etiology, which goes by various 
names: generalized fibrositis, nonarticular rheuma- 
tism (Freyberg), soft tissue rheumatism (Holbrook: 
see GP, November, 1952, page 53). There is con- 
siderable overlapping with the next diagnostic 
possibility. 

2. The patient has generalized muscle pain as a 
consequence of an emotional disorder—usually an 
anxiety state. 

3. The muscles and related structures are pain- 
ful because they are being misused in some way— 
for example, by poor posture during sleep or dur- 
ing waking hours, or by repeated minor strains 
during activity. In such cases the history is not 
truly “‘negative” as it is stated to be by the ques- 


tioner. However, the historical facts related to this 
kind of disturbance may be difficult to ascertain. 

Much less likely as diagnostic possibilities, in 
view of the stipulations of the question, are certain 
more serious afflictions, including (1) early rheu- 
matoid arthritis, (2) sequellae of trichiniasis, (3) 
disseminated lupus erythematosus, and (4) poly- 
arteritis nodosa. 


Indications for Hysterectomy 


Q. Is the removal of a normal uterus indicated in a post-meno- 
pausal patient while doing a vaginal hysterectomy for a marked 
prolapse, and cystocele and rectocele? 


A. This question is ambiguous. If you are doing 
a vaginal hysterectomy you naturally remove the 
uterus. The questioner probably meant to ask, “‘Is 
removal of the uterus indicated in a post-menopau- 
sal patient with marked prolapse, cystocele, and 
rectocele?” 

I would state that each case must be individual- 
ized. As a rule if a hysterectomy is the easiest meth- 
od of handling the situation, the uterus should be 
removed together with the repair of the cystocele 
and rectocele. However, there are many variations 
to this, and in some situations it would be better to 
utilize the uterus for support of a body, or to do a 
modified Fothergill operation. I do not feel that one 
can make a blanket statement that the uterus should 
always be removed in these cases. 


Pressor Agent for Hypotension 


Q. A white male, age 35, who has undergone successful sympa- 
thectomy for hypertension and who has many allergies, took tab- 
lets of penicillin. He immediately developed asthma, edema of the 
glottis, and went into shock. When seen thirty minutes later, in the 
country, he had collapsed and had been unconscious three times. 
He could not get air except when sitting and he fainted when he 
sat. His systolic pressure was 40. Adrenalin gradually got the 
allergy under control but did not affect the shock, due, | suppose, 
to the sympathectomy. We had a rough time until I.V. fluids were 
secured. Is there any drug that might have been used to elevate 
the blood pressure? 


A. Shock-like states may be associated with se- 
vere allergic reactions. The absence of functioning 
sympathetic fibers to the lower extremities might 
aggravate the reaction. There are a number of 
pressor agents, but the most dependable agent in 
the circumstances described would probably have 
been I-nor-epinephrine intravenously. This is com- 
monly diluted in a liter volume of fluid, but slow 
intravenous administration can be achieved by dilu- 
tion in smaller volumes of fluid. 
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Business and Economics 


Careful Planning Creates Modern Physician's Office 


BY DAVID B. RUNNELS 


CompteTe facilities for the general practitioner 
working with a staff of one nurse and/or one sec- 
retary are encompassed in a modern building de- 
signed by Kansas City Architect David Benton 
Runnels. Basic design here is particularly adapted 
to the dimensions of the average city lot, but can 
easily be expanded to include extra space at the 
west end of the treatment room, if desired. 

Neighborhood location of the office is important 
for the convenience both of patients and staff. The 
structure is geared to residential appearance, but 
local zoning ordinances would have to be investi- 
gated before building was started. 


David B. Runnels, who designed the office plan for gen- 
eral practitioners shown here, is a graduate of the Uni- 
versity of Illinois, has done graduate work at the Univer- 
sity of Stockholm, Sweden, and at Cranbrook Academy, 
Detroit, where he studied with the late, world-famous 
Eliel Saarinen. Mr. Runnels has designed physicians’ 
offices and clinics, and his plans for modern homes have 
been pictured many times in national magazines. He is a 
member of the American Institute of Architecture.— 
Publisher. 


Attractive, well-landscaped exterior enhances this modern, residential type structure geared for the 
general practitioner working alone with nurse-secretary staff. Erected on a lot 762 square feet 
in area, the arrangement provides for ample parking space, play area for children, a sheltered 
entrance and private exit. Colored masonry, brick, or block may be used for exterior walls. 
North frontage allows for ample sunlight in winter weather, maximum shade in summer. 
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A brightly informal, living-type room insures a 
comfortable, relaxed atmosphere for consulta- 
tion between physician and patient. Private exits 
lead to the treatment area and to the out- 
doors, allowing maximum privacy. Decoration 
is simple, restrained, and modern in mood. 


Ideally, the lot for such an office would be located 
on a side street, perhaps immediately adjacent to a 
major or minor road. Such strategic location can 
ensure safety, an over-all sense of well-being, less 


Here in the cheerful, informal reception area, the 
secretary is closed off from the public by a glass 
partition, but is in a position to supervise the 
children’s playground in the enclosed garden 
outside. The reception area can be entered under 
cover from the outside as protection against 
bad weather conditions; an exit direct from the 
treatment area makes it unnecessary for pa- 
tients to return later to the reception room. 


traffic, less of the noise and confusion that goes 
with traffic congestion. 

Practically, there are always more places in which 
to park conveniently on an off street, although this 
plan provides parking space with a drive for emer- 
gency entrance and staff parking. 

The reception area has been arranged so that in 
bad weather it is possible to enter under cover 
directly from a car. The pleasantly informal recep- 
tion room looks out onto an enclosed garden that 
has playground equipment for children—a sand- 
box, a swing, etc. Best of all, this play area can be 
supervised from the reception room by the secre- 
tary, who is closed off from the public by a glass 
partition. 

Within the building, traffic flow is controlled to 
insure complete privacy from one activity to an- 
other. The exit from the treatment area permits 
both patients and staff to leave without traveling 
through the public reception area. 

The physician’s consultation area is planned as 
an informal, domestic appearing room, to insure a 
relaxed, pleasant atmosphere. Complete privacy is 
assured patients or staff leaving this room for the 
treatment room or the outside exit. 

The lavatory is accessible to the public, but it 
can also be reached from the work area without 
disturbing the rest of the office. The lavatory is 
equipped with a pass-thru window to the laboratory. 

General character of the structure is closely asso- 
ciated with residential so that it can harmonize com- 
pletely with a residential area. It could, however, 
be adapted to a commercial area if it were deemed 
more desirable to locate there. 

The building would be air conditioned for year- 
round comfort, and because of its ideal orientation, 
with a North frontage, it would be a pleasantly sunny 
place in winter, pleasantly shady in the summer. 

Materials suggested are colored masonry, brick 
or block for exterior walls, natural wood beams and 
ceiling, natural wood paneling and ceramic tile in- 
side, with acoustic ceilings in the work and treat- 
ment areas to help reduce noise. 

While cost of such a structure would vary in 
different parts of the country, and within one city, 
depending on location, an over-all figure of $10,000 
for the completed building alone, exclusive of lot 
and equipment, is considered average. Savings can 
be effected in type of equipment installed and costs 
can also depend upon degree of permanence de- 
sired. More money invested in the beginning in 
permanent, high grade fixtures and materials can 
mean low maintenance costs from there on out. 
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CHILDRENS PLAY 


TYPICAL Lor site 
7S FEET BY 109. 
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RECEPTION 


OnsuLTaTION 


1 LAVATORY. 2 EXAMINING TABLE. 3 COUCH (EXAMINATION, TREATMENT, RECOV- 
ERY). 4 INSTRUMENT & SUPPLY CABINET. 5-6 BASAL METABOLISM OR ELECTRO- 
CARDIOGRAPH. 7 FOLDINGSCREEN. 8 SINK. 9 PRESSURESTERILIZER. 10 REFRIGER- 
ATOR. 11 COUNTER CABINETS WITH WALL CABINETS. 12 GLASS PARTITION WITH 
SLIDING WINDOW. 13 FILING CABINETS. 14 SECRETARY'S DESK. 15 HOOKSTRIP. 
16 CLOSET STORAGE. 17 BOOKCASE. 18 AIRCONDITIONER. 


AREA=762 SQUARE FEET 


GRAPHIC SCALE IN FEET 
012 4 8 16 


mince OFF MAJOR. READ 


Complete floor plan shows office arrangement, which can be 
altered to suit minor individual requirements. Expansion for 
extra space is possible at the west end of the treatment room. 
Neighborhood location of the office, if compatible with zoning 
laws, makes for convenience to public and staff. ideal location 
is on a side street, immediately adjacent to a major thoroughfare, 
so that noise and confusion are reduced to a minimum and addi- 
tional parking space can be assured. These plans may not be re- 
produced nor used in any way without permission of the architect. 
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Trends and Events in the Nation’s Capital 


Decision on Veterans’ Benefits Awaited 


DEVELOPMENTS in recent weeks on the controversial 
subject of medical care benefits for veterans carry 
far more significance than is apparent on the surface. 
With some 21,000,000 former servicemen involved, 
the issue is highly important of itself. But the out- 
come of this controversy may go a long way toward 
shaping even greater decisions relating to the gov- 
ernment’s role in national health and hospitalization. 

Under A.M.A. auspices, a special conference on 
veterans’ medical care was held in Chicago on 
September 1. At about the same time, the problem 
was being considered by the American Legion at 
its annual convention. And here in Washington, it 
is being studied intensively by the White House, 
the Budget Bureau, and members of Congress. 

No one can predict the final result; whether 
Washington will tighten up on benefits in non- 
service-connected cases, or preserve the status quo, 
or take intermediate action of some kind. But it 
seems certain to seasoned observers that continu- 
ation of the feud between A.M.A. and the American 
Legion will have serious repercussions. It would 
impair what has been, up to now, a strong com- 
bination against compulsory health insurance. It 
would lower both organizations’ effectiveness on 
Capitol Hill. And it would give comfort to those 
groups and individuals who are planning to cam- 
paign for Congressional enactment in 1954 of “‘pro- 
gressive” health legislation. 


Medical Aspects of Compensation Abstracted 


The Bureau of Labor Standards (Department of 
Labor) has published an informative digest of facts 
concerning medical benefit aspects of workmen’s 
compensation in the United States. Following are 
some of its highlights: 

As of July, 1953, thirty-six states and territories 


TH 


had workmen’s compensation laws which provided 
comprehensive medical care for injured employes. 
Seventeen specifically provide that medical aid must 
be given without limit as to time or amount, and 
nineteen laws authorize such care but do not make 
it mandatory. 

Eighteen jurisdictions place limitations on cost 
of medical care, or on the treatment period, or both. 

In a majority of the states, choice of physician is 
left up to the employer or insurance carrier. In 
actual practice, however, they forego their legal 
rights on frequent occasions and permit the patient 
to choose his doctor. 

Although few laws contain specific provisions for 
physical rehabilitation, medical aid features are 
generally interpreted to include this type of ther- 
apy. Four rehabilitation centers are presently being 


Edward J. McCormick, M.D. 


A.M.A. head claims neglect of 
professions in pension plans. 
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operated by workmen’s compensation agencies. 
They are in Rhode Island, Washington, Oregon, 
and Puerto Rico. 


Administration Probing Doctor Shortage — 


President Eisenhower’s decision to ask Congress 
to extend social security coverage to physicians in 
private practice has already stirred up a reaction, 
though conclusive action will not come before next 
year. And now another touchy situation is being 
probed by the Administration, namely, whether 
there is a shortage of doctors in the U.S. 

Mrs. Oveta Culp Hobby, a member of the Presi- 
dent’s Cabinet, has raised the issue. Heretofore, 
neither she nor the President has chosen to come 
out flatly and say there is or there is not a shortage. 
Governmental policy—at least up to now—has been 
to avoid any head-on argument with the A.M.A., 
which holds that the country is not faced with a 
scarcity of physicians. 

Addressing the annual meeting of the American 
Hospital Association in San Francisco on August 
31, Secretary Hobby said: 

*Our doctor shortage looks non-existent at first 
glance. But we should not delude ourselves. Before 
World War I, we were graduating roughly 6,000 
doctors a year. And now we are graduating only 
about 7,000 a year. 

“In the United States, while the population has 
jumped from 105,000,000 to 160,000,000, the 
number of doctors graduating each year has climbed 
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only 1,000 . . . We need to face the fact that we need 
more doctors of all kinds.” 

These observations by the Secretary of Health, 
Education and Welfare have given rise to specula- 
tion concerning whether she will ask Congress for 
remedial action. This might take the form of medical 
school subsidies or creation of scholarships, or both. 


A.M.A, Pushes Voluntary Retirement Plan 


The House Ways and Means Committee con- 
ducted public hearings in mid-August on voluntary 
retirement plans for physicians and dentists. Its 
chairman, Rep. Daniel Reed (R.-N.Y.), yielded no 
clue as to what disposition will be made of this 
issue in the next session of Congress. 

In behalf of the medical profession, arguments in 
support of tax deferment for limited portions of 
annual income deposited in retirement funds were 
presented to the committee by Dr. Edward J. 
McCormick, president, and Frank G. Dickinson, 
director of medical economics research, of the 
A.M.A. 

The professions have long been neglected in Fed- 
eral tax legislation concerned with pension plans, 
said Dr. McCormick. 

“By extending the tax deferment privilege to the 
country’s 11 million self-employed and also to mil- 
lions of employes who are not covered by pension 
plans,” he said, “this legislation will give them in- 
creased incentive to save for their old age during 
their best earning years.” 


Tue FTC'll git ya if you’re a hearing aid producer who misrepre- 
sents your connection with physicians! New Trade practices rules 
established by the Federal Trade Commission for the hearing aid 
industry call it unfair trade practice to suggest that services or 
advice of a doctor have been used in the design or manufacture of 
one of the devices, or will be made available in the selecting, testing, 
or adjusting of hearing aids to individual needs. 
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One Man’s Experience with the Kaiser Plan 


BY PAUL DE KRUIF, Ph.D. 


Tuis is a confession of personal error and a state- 
ment of what the present writer has learned as a 
result of that mistake. 

From 1943 through 1949, in magazine articles 
and books, this writer described the Kaiser-Perma- 
nente health plan with enthusiasm. He believed 
that, if generally adopted, the plan would bring 
medical care to the American people at a cost 
within the reach of the great majority. 

Events since 1949 have convinced this writer that 
the Kaiser-Permanente health plan is not a model 
for a method of bringing good medical care to the 
country. 

Here, briefly, is the story of this writer’s dis- 
illusionment. In 1943, observing the beginning of 
the plan’s operation, he understood that the profits 
of closed panel, prepaid group practice would be 
used for the following purposes: To amortize the 
cost of the Oakland Permanente hospital, built on 
loans; to build new hospitals; and to support medi- 
cal research. 

The first two objectives have succeeded, brilliant- 
ly. The last, that is, the development of medical 
research, has not been attained. And without active 
medical research to keep medical care up-to-date 
and to advance it as it is now progressing revolu- 
tionarily—without medical science animating medi- 
cal care, the finest hospital is only the simulacrum 
of a whited sepulchre. 

In 1943, the present writer was assured by the 
principals of the Kaiser-Permanente organization of 
their eagerness to co-operate with the medical pro- 
fession as a whole. This writer pointed out to Mr. 
Henry J. Kaiser and Dr. Sidney R. Garfield that 
the medical staff of their organization could not 
progress without intimate, cordial and constant 
contact with organized medicine—namely, with the 
entire medical profession outside the Kaiser-Per- 
manente organization. 


-..@ sad story 


This was what the Kaiser Permanente authorities 
said they wanted. And so, to test their intent, the 
present writer was instrumental, again and again, 
in bringing together top level representatives of 


Dr. De Kruif, one of the world’s best 
known writers on popular health sub- 
jects, has, for a long time, been the 
subject of complaint and criticism from 
organized medicine for what the Ameri- 
can Medical Association and other 
groups have felt was a too idealistic 
and sensational attitude, one that part- 
ed from reality. Now he has done a 
public about-face, as this article, re- 
printed by permission from the August 
20, 1953, issue of the Los Angeles County Medical 
Association Bulletin, describes. We are delighted to 
note that Dr. De Kruif will present his new views in a 
book, to be called “The New Man of Medicine”, based, 
apparently, on The Dichter Report, which was published 
in GP in October, 1951.—Publisher 


Kaiser-Permanente with top level representatives 
of organized medicine, county, state and national. 
The record of these conferences is a sad story of 
misunderstanding and failure. Of course it takes 
two sides to make a fight. Yet, the present writer — 
with regret must report, that a certain atmosphere 
pervaded these conferences, as follows— 

The representatives of organized medicine asked 
one change in Kaiser-Permanente’s procedure as a 
condition essential to organized medicine’s co-oper- 


ation. Namely, that the closed panel be changed to 


open panel; that subscribers to the Permanente 
plan, if they wished the services of physicians or 
surgeons other than the full-time medical em- 
ployees of Kaiser-Permanente, could have that 
service and be indemnified for it. This to the present 
writer seems reasonable, for if Permanente’s medical 
care is truly outstanding, then few subscribers will 
ask for non-Permanente doctors; and the plan will 
therefore not suffer economically. 

Against this proposal by organized medicine’s 
representatives, Kaiser-Permanente’s officials have 
been obdurate. Again and again, Kaiser-Perma- 
nente’s principals assured this writer that the medi- 
cal profession as a whole hated and feared Kaiser- 
Permanente, that Kaiser-Permanente was persecuted 


GP e Volume Vill, Number 4 


Be 
De : 
: 100 


by organized medicine. A curious and contradic- 
tory dichotomy seems, to the present writer, to 
pervade the thinking of the Kaiser-Permanente 
authorities— 

On the one hand, they say organized medicine 
has nothing to fear from the growth of Kaiser- 
Permanente, indeed, that Kaiser-Permanente’s exist- 
ence will make the private practice of medicine 
more prosperous. On the other hand they believe 
that the private practice of medicine as we know it 
is outmoded and will soon be a thing of the past. 

If the present writer had been less stupid, he 
would have seen the futility of trying to bring 
Kaiser-Permanente and the medical profession to- 
gether. This writer should have taken warning, long 
ago, from Dr. Sidney R. Garfield’s point of view 
regarding the relationship between patients and 
their doctors. 

According to Dr. Garfield, this human relation- 
ship is no longer necessary. According to Dr. Gar- 
field, teamwork by specialists streamlined under a 
hospital roof has made the doctor-patient relation- 
ship obsolete. To this writer Dr. Garfield illustrated 
that by examples— 

Where does the doctor-patient relationship come 
in when a radiologist examines your chest by fluoro- 
scope in the dark? What’s the need of doctor-pa- 
tient relationship for a rectal surgeon who procto- 
scopes you and operates on you, strictly from 
behind ? 

To the present writer this point of view seemed 
a bit premature. Has medicine really become so 
scientific that cold technique can completely replace 
warm human understanding, that medical robots 
can replace medicine’s human practitioners, just as 
guided missiles promise to make human jet and 
bomber pilots things of the past? 


An Anachronism 


This production-line point of view of the Director 
of Kaiser-Permanente became more and more dis- 
turbing to the present writer as he took up the 
study of the Alameda plan. The personal physi- 
cian, the new man of medicine, emerging in Cali- 
fornia, is a medical advance fully as important as 
the new antibiotics, vitamins and hormones. In- 
deed, the chemical revolution has put a new mighty 
power into the hands of general practitioners. They 
can understand and love their patients as of old 
and at the same time treat them more skilfully than 
could the greatest specialists in many fields, ten 
years ago. Kaiser-Permanente medicine is an anach- 
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ronism, built rigidly as it is around specialist 
teamwork, in some specialties already in their 
twilight. 

In the Kaiser-Permanente health plan there is no 
room or function for the personal physician, the 
new man of medicine. The personal physician must 
be his own man, must be free. What is more, from 
the personal experience of the present writer, (who 
here refrains from personalities) at Kaiser-Perma- 
nente there is no thorough appreciation of the 
fantastic power of the new chemical medicine. 

As citizens, as sick and suffering people, what 
do we want from our doctors? We want much 
more than prepaid medicine at a few cents a day 
and more than an air-conditioned room in a hospi- 
tal that is an interior decorator’s dream. We want 
love from our doctors—plus knowledge of how to use 
what's new in science. 


The Old Dream 


The present writer’s enthusiasm for Sidney Gar- 
field’s original dream of a Mayo Clinic for the com- 
mon man, died hard. It was remarkable how Sid 
could build hospitals and pay them off. But what 
had become of his old dream of research? 

Two years ago, after efforts for peace between 
Kaiser-Permanente and the C.M.A. had stymied, 
this writer made a last try. He came to California 
with a plan. Did Mr. Kaiser and Dr. Garfield want 
medical research to be an integral part of the 
growth of Permanente? Did they really want 
Kaiser-Permanente to co-operate with organized 
medicine as now privately practiced? They said 
they did. 

On the other hand, did the leaders of the C.M.A. 
want to kill Kaiser-Permanente? They said they 
did not. 

Relying on the good faith of both parties, this 
writer presented his little plan to Kaiser-Perma- 
nente principals. The plan was simple. It involved 
just one element, a human being, a man of such 
integrity, wisdom and high standing that he would 
serve ideally as an arbiter and co-ordinator. 


World-famed 


The name proposed is that of a man scientifically 
famous not only in California, not only nationally, 
but world-famed. California’s men of medical science 
look up to him as their master. California’s physi- 
cians know him and respect him. The state’s lead- 
ing citizens value his rugged honesty and are proud 
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of his achievements, vital to California’s industry as 
well as its health. 

What has been this man’s attitude toward the 
Kaiser-Permanente health plan? When it was un- 
popular to do so, he went on public record regard- 
ing its services in medical care, and its then promise 
for the future. And his attitude toward organized 
medicine? While unsparingly critical at times, it 
was an attitude of cooperation and friendliness. 

Many leaders of California’s organized medicine 
were approached regarding the suitability of this 
great man of medical science and public health as 
an arbiter of the difficulties between Kaiser-Perma- 
nente and organized medicine. With the exception 
of one physician—who was skeptical that even this 
man could bring the unfortunate war to a peaceful 
end—all other medical leaders were enthusiastic. 

The candidate himself was cordial to the plan, 
provided he would be given a free hand. What were 
his activities to be? He would serve as Director of 
Kaiser-Permanente research, and as co-ordinator of 
its relations with the medical profession as a whole. 

In July, 1951, stated on less than one page of 
double-spaced typescript, the plan was placed by 
the present writer before Mr. Henry J. Kaiser, Mr. 


Henry J. Kaiser, Jr., Mr. E. E. Trefethen, Jr., Dr. 
Sidney R. Garfield and Mr. Robert Elliott. 

“What would we have to pay him?” asked Mr. 
Kaiser. 

‘To give him executive authority, it would seem 
he should be paid what you pay Dr. Garfield,” this 
writer replied. 

The present writer was assured that the man 
would be invited for discussion of the project. By 
now readers may be curious as to his identity. The 
man was Dr. Karl Friedrich Meyer, Director of the 
Hooper Foundation. 

As of today, that promised discussion has not 
taken place, and not because of hesitancy on the 
part of Karl Meyer. 

Thus ended the present writer’s hopes for the 
Kaiser-Permanente health plan. Such has been his 
mistake and for that he can only admit—‘‘mea 
culpa.” 

In California’s medicine he has high faith. Cali- 
fornia’s medical honesty is creating a new kind of 
doctor, the personal physician. Of that new type of 
human being this writer hopes to tell in a book (a 
tough job that will take a long time) The New Man 
of Medicine. 


NEED of greater co-operation between American business and this 
nation’s seventy-nine medical schools, in order to strengthen the 
link between academic and environmental medicine, is stressed in a 
recent report of the National Fund for Medical Education. The 
report was drawn up following a meeting of deans of leading medi- 
cal schools and medical directors of several large corporations. 

According to the New York Times, the report encompasses plans 
to train physicians to meet better the needs of industry and assesses 
possibilities of industrial aid to schools in meeting “current threats 
to their teaching and research problems.” 

Agreement that medical schools are not giving adequate atten- 
tion to industrial medicine and that more emphasis on preventive 
medicine be included in the training of the young physician was 
voiced by Dr. Robert C. Page, medical director of the Standard Oil 
Company of New Jersey, Dr. George P. Berry, dean of the Harvard 
Medical School, and Dr. Earl C. Bonnet, medical director of the 
Metropolitan Life Insurance Company. 

A suggestion that medical schools make greater use of industry 
as a laboratory for training doctors was put forward by Dr. John 
McK. Mitchell, dean of the University of Pennsylvania School of 
Medicine, and Dr. David H. Goldstein, medical director of the 
New York Times and Associate Professor of Industrial Medicine at 
the New York University College of Medicine. 
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How To Keep That Well-Trained Assistant Happy 


BY ERNEST W. FAIR 


*T had the shock of my life last week,” a doctor 
friend recently said, “when my assistant told me 
she was leaving and I tried to find someone with 
her abilities to take her place. 

“Exactly five people were brought in before I 
gave up and admitted that it’s pretty hard to find 
anyone these days. I knew then that I was going to 
have to do something about keeping her, and do it 
quick. I should have acted long ago, and if I had, 
I'd probably have been able to do it much better 
than I will now.” 

His ultimate solution was to raise the lady’s 
salary by $50 a month, and offer her a nice bonus 
as well. It kept her with his staff, but it added 
overhead that could have been less costly had he 
planned ahead against such a contingency. 

Any physician who believes it’s easy to find a 
well-trained assistant in the open market today 
should look around a bit. It takes only a few weeks 
to reveal how few adequately trained individuals 
with a willingness to work and the necessary pleasant 
personality are available. 

All of which adds up to the fact that every 
physician should take preventive measures to keep 
this same problem from copfronting him one of 
these days. A contented and happy person has 
little desire to change jobs. An individual who is 
properly paid for his work is more content with his 
position than one constantly at his wits’ end to 
come out even at the end of each month. 

We’ve checked several score situations of this 
nature to find out what employers have done to 
keep such trained assistants satisfied with their 
working conditions. We’ve asked employers what 
they do to keep job contentment and morale high. 
Here’s what we found out. 


Assure Good Living Standards 


First of all, assure a valued employee that he 
will be able to maintain good living standards on 
his job. Nothing causes an intelligent and versatile 
young person to look for another job, to seek a 
fresher field for his talents, quicker than finding 
himself forced to accept living standards inferior 
to those enjoyed by others in his community. 
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“Concentrated, delicate work can 
become terribly monotonous.” 


Prestige compensation in white collar jobs some- 
times satisfies slight material differences but not 
major ones. 

Any doctor is dollars ahead when he pays the 
best possible wages his office can afford. The extra 
cost is more than compensated for by continuity in 
personnel. 

Sometimes the employer can assist his help in 
ways other than financial—helping find better 
housing for the employee and his family, helping 
him make contacts that will bring him better friends 
and better living conditions. 

Money, of itself, is not always the medium that 
keeps the assistant happy at his post. It’s what he 
can buy for the money—what he can obtain in liv- 
ing standards within the community for that money 
—that’s the important factor. 


Give the Job Variety 


Another essential is to maintain variety in the 
job. Doctors’ own professional lives have a great 
deal of variety in them, and so they tend to lose 
sight of the importance of this element to job 


contentment. Far too many doctors’ assistants 
spend all their time, hour after hour, in tiny cubby- 
holes, concentrating on delicate work. Such an 
existence can become terribly monotonous, and 
may build up a pressure that explodes without 
warning. The assistant’s work can often be planned 
ahead so that continuous monotony is avoided. An 
occasional change of surroundings, a few moments 
spent at some other task, a fifteen-minute coffee 
break—such devices relieve monotony and tension. 

In addition, a responsible employer should show 
a valued employee a future. A good worker has 
ambition; anyone devoid of it is seldom of much 
value. If the assistant can see nothing in the future 
except a continuation of the same job at which he 
now labors, he can hardly be blamed for becoming 
restless and dissatisfied. 

The physician will find it to his advantage to 
show the people on his staff the future possibilities 
both in medicine and in their work—the trends 
that appear in the offing—the opportunities that lie 
before them if they have the ability to grasp them. 

Physicians talk of such things at conventions, 
read about them in their professional magazines. 
Yet how often do they bother to tell the people on 
their staff what they have learned about their pro- 
fession, its accomplishments and its future? 

It’s good to keep in mind that some otherwise 
competent individuals lack the ability to look into 
the future themselves—they need it pointed out 
and explained to them. When a valuable assistant is 
lost because he has seen a brighter future in some 
other field, it means someone has neglected to show 
him the same thing in the medical profession. 


Make the Present Job Pleasant 


It’s important to keep the present job pleasant. 
Too often employers are inclined to drift into a 
state of mind which totally ignores those on the 
staff and their feelings about their job. Concern 
with their own business and professional problems 
brings about this situation among doctors, per- 
mitting them to overlook many things that might be 
plainly seen by an outsider. 

The job of every staff member needs to be re- 
examined regularly. Such inspection may show up 
faults that can be easily corrected. But if undis- 
covered and uncorrected, these little things often 
assume massive proportions in the assistant’s mind. 
It pays sometimes to have an outsider come in and 
give the office operation a thorough and objective 
analysis. The physician may be sincere in looking 


for possible improvements, but he will probably 
overlook some. 

The mere fact that one doctor never bothered to 
say ‘Good Morning” to his receptionist when he 
entered the office every morning soon became a 
matter of such momentous importance to her that 
her imagination built up many other faults in her 
employer that didn’t actually exist. He never 
judged a “Good Morning” necessary. 

When there is a pleasant atmosphere in which to 
work, when the boss is a nice guy, and when physi- 
cal working conditions are comfortable, then any- 
one is less apt to start dreaming of greener pastures. 


When Was the Last Salary Increase? 


It’s mighty hard to convince an employee that the 
job holds a big future for him when he has, in the 
past, been given little demonstration of its possi- 
bilities. The person who has been employed a long 
time but has had no pay rise, or only a small one, 
can’t be blamed for taking a dim view of the desira- 
bility of his position. 

When pay increases, even though small, come 
without asking for them, the employee automatically 
increases interest in the job and faith in its future. 
This is rarely true when salary increases are given 
grudgingly, and only after many requests. 

It’s difficult to convince an assistant that the 
office isn’t doing well in these times, particularly 
when his work load grows larger each month. It’s 
unsound for the employer to take the position that 
the business belongs to him alone, not to the staff, 
and that increased profits are therefore his alone. 
That virtually amounts to asking a valued employee 
to “please go look for a better job someplace else’’. 

It’s a happy employer who has heard the respect 
in a worker’s voice as he said: “Yes, I got another 
salary raise last week—and you know something? I 
didn’t have to ask for it!” 


Help Employee Acquire Professional Status 


One of the biggest attractions the medical field 
can offer its non-professional members is the “pro- 
fessional” status of working therein. It’s hard to 
evaluate how much this can mean to a member. 

The “professional” recognition given even a 
receptionist in a doctor’s office, as compared with 
the status of a salesgirl or a stenographer in an 
ordinary business office, is something that has high 
value. It applies even more to a lab assistant or 
anyone else within the doctor’s team. 
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This status alone can hold many individuals in 
the staff organization when nothing else does. Some 
employees recognize it by themselves—others must 
have it sold to them indirectly. To help people in 
the office achieve status in the town in which they 
work may mean all the difference in whether they 
stay in future or not. 


Build Personal Attachment 


It’s a natural human trait to stay where we feel 
we’re needed and where we make personal attach- 
ments. It’s just as natural for us to want to escape 
when it’s obvious no one cares whether we stay or 
not, and when there’s a complete lack of personal 
attachment or personal feeling present. 

Everyone has to feel important in one measure 
or another. We derive great personal satisfaction 
from a feeling of our importance at the place where 
we work. We hesitate to change such a setup for a 
doubtful one. We overlook some other unpleasant 
aspects of a position when this importance status 
is granted. 


A little flattery here and there—an expression 
of appreciation for even a tiny extra contribution 
beyond routine duty—a moment spent exchanging 
small talk and asking staff members for their opinions 
on matters of importance—these are all small ways 
of showing that we value our employees at a high 
level, and don’t consider them merely tools which 
help us make more money. 

Attention to these measures is our assurance 
that we have neglected nothing in making our 
assistants’ jobs interesting and attractive. Other 
measures may evidence themselves from time to 
time. Those enumerated here are basic essentials 
that have proved themselves in the past and will 
continue to be important in future. 

Training an efficient staff member is a difficult 
and costly procedure. It can’t be done overnight, 
and sometimes it’s nearly impossible to find the 
proper material with which to work. 

Putting such measures as these into daily 
application, to keep the assistant happy, is assur- 
ance that the trying experience of attempting to 
replace her will remain only a remote possibility. 


“Do you specialize in the right cr left nostril?” 
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Dictating Machines Help Busy Doctors 
BY RUTH SUN 


InsTEAD of telling it to Sweeney, or even to the 
Marines, a lot of physicians are finding it highly 
satisfactory these days to tell it to a machine! 
Results, they’re discovering, are swiftly efficient 
and a hundred per cent accurate. In a doctor’s 
business, swiftness and accuracy are essential 
elements. 

The machine, in this case, is a modern, stream- 
lined dictating outfit. There are a number of com- 
pact units on the market now, most of them only 
about the size of a letterhead and about as high as 
a telephone. Weighing only about 13 pounds, they 
can be easily transported from office to home to 
hospital, as desired. And instead of old-fashioned, 
cumbersome wax cylinders, they use small plastic 
discs or belts which can be stored, filed, even 
mailed, with ease. All the machines have micro- 
phones with little speakers in them so that the 
dictator can play back parts or all of what he has 
already dictated. 

Most dictating machines now in use are the prod- 
ucts of four companies—the Dictaphone Corpora- 
tion of New York City; the Ediphone Company of 
West Orange, New Jersey; the Soundscriber Com- 


pany of New Haven, Conn.; and the Gray Manu- 
facturing Company of Hartford, Conn. 

What the dictating machine means in the office 
is that the physician can handle reports on patients 
while they are still in the office, or immediately 
after they have left, with the material fresh in mind. 
Or, he can dictate after five o’clock, without keeping 
his secretary overtime. In the morning, while he’s 
on rounds, his secretary can type up the material 
left on the machine the night before. Greater effi- 
ciency is assured with neither boss nor secretary 
dependent upon the other’s presence. 

According to a survey made a few years ago by 
the Edison Company, the average secretary spends 
ten per cent of her working day taking dictation. 
Where a dictating machine is used, she can spend 
that ten per cent of her time doing other work. In 
addition, she doesn’t lose time waiting while the 
boss is interrupted by phone calls while dictating, 
or in passing the time of day with him before 
getting down to work. Released from taking dic- 
tation, she finds she has greater mastery over her 
time and work. And best of all, the recordings are 
easy to transcribe because they are uniformly clear, 


The secretary, released from taking dic- 
tation in shorthand, finds she has greater 
mastery over her time and work. Record- 
ings are easy to transcribe because they 
are uniformly clear in tone. 
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and with simple controls she can get instant adjust- 
ment of volume, tone and speed. 

Shorthand method of dictation is an especial 
handicap in hospital work. Complete and accurate 
hospital records are imperative, but it’s often hard 
to find time during the hospital day that’s convenient 
to both physician and stenographer. Dictating ma- 
chines provide the perfect answer to this problem, 
averting delay and possible loss of accurate, de- 
tailed completeness on which hospital efficiency is 
dependent. Dictating machines can actually double 
the ability of the hospital staff to get work done. 
Most hospitals, in fact, do use them now, getting 
reports from the doctors before they leave the 
building. Some large hospitals have even installed 
a central system through which the physician can 
dictate by telephone from any one of ten or more 
dictating stations scattered about the institution, 
into a central recording machine. From such a 
machine, one girl can handle around 128 lines per 
minute, as against approximately 58 in the steno- 
graphic method. 

In an office layout with several examining rooms, 
the same type of central system could be installed. 
Human error is thus eliminated by insuring that 
the doctor will note conditions exactly as he sees 
them. 

It is quite possible to use the machine during 
surgery for running commentary, resulting in an 
even more detailed summary than would ordinarily 
be dictated immediately after the operation. 


Many busy physicians, like the one pic- 
tured here, are learning to help their 
crowded days along by using dictating 
machines to speed up and streamline 
record taking and other office procedures. 
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In the same way, it can be used for autopsy 
reports ; for recording results of laboratory research ; 
for leaving instructions with assistants; for making 
abstracts of important medical literature; for taking 
down results of staff meetings or consultations; for 
preparation of lecture material; for keeping up with 
professional and personal correspondence; for re- 
cording interpretation of x-rays, even in the dark, 
without removing your eyes from the plate; and for 
setting down details of bedside examinations imme- 
diately after the examination. 

For psychiatric work, needless to say, recording 
of patient interviews is invaluable. The physician 
can listen back to exact statements, with all mean- 
ingful inflections, as often as desired—and months 
or years after the interview. According to the 
Dictaphone people, more than 150 machines are 
in use at the Menninger Clinic. 

A method has been perfected for attaching the 
machine to a telephone, so that it is possible to 
record a complete telephone conversation, which 
can then be transcribed or filed for future ref- 
erence. This, too, can often be useful to the 
physician, who can record conversations with his 
patients. 

Yes, in the age of man and the machine, dictating 
machines are revolutionizing and streamlining physi- 
cians’ procedures. Best of all, the doctor’s wife 
likes them. The time-saving effected means that the 
head of the house can spend a little more time 
at home! 
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BY JAMES STEVENS SIMMONS, 


Tue future of industrial medicine in this country 
rests in the hands of the general practitioner of 
medicine. Future progress in industrial medicine, 
and future improvement in industrial health will 
be measured by the extent of the general practi- 
tioner’s participation and the degree of his com- 
petence in this relatively new professional specialty. 

It is a recognized fact that the health and ef- 
fectiveness of our working manpower are of vital 
importance to the productive economy and the se- 
curity of our industrial nation. It has been shown 
by experts in recent years that the state of indus- 
trial health in the large plants of this country is 
relatively good. There are about 2,000 full-time in- 
dustrial physicians operating large scale programs 
of industrial health and hygiene in our large in- 
dustries. Modern techniques of loss prevention 
through engineering safety methods are being ap- 
plied effectively in most large plants. This progress 
in industrial health in the large installations has 
reached a high peak of efficiency. The area of future 
growth of industrial medicine and for future im- 
provement is in the small plants, where 95 per cent 
of the employers and 60 per cent of the workers of 
this country are to be found. 

In spite of all the industrial health and hygiene 
developments in this country, the productive re- 
search in the causes and prevention of accidents 
and illness, the development of techniques for re- 
habilitation of sick and injured workers, and the 
progress of health education that have been devised 
with various media for the benefit of workers and 
their families, it is still estimated by the United 
States Public Health Service that 40 per cent of 
this country’s workers have no industrial health 
service of any kind. Obviously, in terms of business 
losses, through absenteeism and compensation pay- 
ments, this is a shortsighted policy and poor busi- 
ness. Obviously, in terms of the nation’s need for full 
production to keep us strong in a dangerous world 
situation, this is a dangerous policy. Obviously, in 
terms of every free American’s right to purchase 
health and well being for himself and his family, 
this is a decadent policy. 

There is an increasing awareness by labor and by 
management that employee health services are badly 


The General Practitioner in the Future of Industrial Medicine 


“He should have a knowledge of the 
workingmen’s compensation laws." 


needed in our small plants. The need is being met 
in some areas by co-operative use of full-time indus- 
trial physicians by several small plants. But most 
of the need must be met through the part-time 
services of the general practitioner. He is the only 
one who can meet it. It is vital that he meet it ably 
and with a knowledge of industrial medical practice. 

In this essential movement of the general prac- 
titioner into small-plant medical service on a part- 
time basis, it is important for both management and 
the physician to avoid the error of assuming that 
the general practitioner’s training and experience 
will automatically qualify him to practice industrial 
medicine effectively. There are many differences 
between industrial and non-industrial medicine. 
Two important differences are as follows: (1) The 
emphasis in general practice outside industry is 
largely curative—healing the sick; in industry, the 
emphasis should be on preventive medicine—keep- 
ing well people well; (2) The industrial physician 
sees patients, whom he should try to understand as 
persons just as he does his non-industrial patients ; 
but in industry, the physician must also know and 
understand each patient’s job. The diagnosis and 
treatment may depend fully as much on the kind of 
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work the man is doing as on the physical symptoms 
revealed by examination. 

The American College of Surgeons, recognizing 
the special nature of industrial medicine as con- 
trasted to other specialties of medicine, has pro- 
posed a long list of qualifications for physicians in 
industry, as follows: 


1. He should be a graduate of an accredited medical school and 
licensed to practice in the State or Province. 

2. He should have at least one year’s internship in an accredited 
hospital. 

3. He should have some experience in general practice either 
prior or supplemental to his duties at the plant. 

4. He should have a general knowledge of each plant operation, 
industrial relations, including employment methods and prob- 
lems, transportation, housing, recreation, education facilities 
and methods, and employees’ benefit plans. 

He should be qualified to determine by examination of em- 
ployees their physical and mental fitness for work. 

. He should have a knowledge of the ingredients and of the 
toxic or disease-producing qualities of all the materials and 
processes used in the industrial organization which he serves. 

. He should have a knowledge of health education, sanitation, 
working conditions, accident and occupational disease pre- 
vention methods, and preventive health measures in general. 

. He should have a knowledge of the diagnosis and treatment 
of occupational diseases. 

. He should be competent in the diagnosis and handling of all 
traumatic lesions which he undertakes to treat. 

He should be versed in procedure for follow-up and rehabili- 
tation. 

- He should have a knowledge of the workingmen's compen- 
sation laws. 

. He should have a knowledge of an efficient medical record 
system and of statistical methods. 

. He should have an unbiased industrial viewpoint and a confi- 
dence-inspiring personality. 

He should realize that his first duty is always to the workman 
whom he examines or treats. 
15. He should like people. 


This is an imposing list but it points up the two 
objectives which I mentioned previously—the im- 
portance of the preventive emphasis in industrial 
medicine and the need for the industrial physician 
to understand the jobs which his worker-patients 
are supposed to be performing. Dr. William A. 
Sawyer, from the vantage of many years of experi- 
ence as Medical Director of the Eastman Kodak 
Company, has described the ideal situation as one 
in which the plant physician and nurse know the 
plant, its machines, its environment, the character 
of the jobs and the men and women who work 
there. Dr. Sawyer maintains that every plant physi- 
cian should be like the one who said: “Believe it 
or not, I’ve gotten to know this place so well that 
I think I could do-any job here myself.” 

The need for the physician to be familiar with 
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the plant and the people working in it is one reason 
why it is generally felt among industrial health ex- 
perts that in-plant medical service, even for small 
plants, is far more desirable than referrals of work- 
ers to physicians’ offices or clinics outside the plant. 
It is only by visiting the plant regularly while it is 
in operation that the physician can observe the 
environmental factors affecting his patients and de- 
vise and apply all-important preventive measures 
aimed at keeping well workers well. Another reason 
for in-plant medical service is that the plant itself 
is the best place to meet employees because they 
are more at ease in their regular working areas. 
In considering the practitioner’s part-time role 
in industrial medicine, it is important that he recog- 
nize industrial medicine as another of the many 
medical specialties concerning which he must ac- 
quire considerable knowledge. The practitioner is 
already a part-time internist, part-time surgeon, 
part-time pediatrician and part-time obstetrician. 
If he is to become a part-time industrial physician, 
he will want to acquire as much competence in this 
specialty as he has in the other specialties. 
Obviously, no one person can be an expert in 
all the specialties of medicine. But in his capacity 
as the key person in medicine and public health 
for his patients and his patients’ families, the prac- 
titioner should have sufficient knowledge of where 
the other specialties fit in so that he will know how 
to utilize the skills within the community. For ex- 
ample, when the practitioner feels that his patient 
needs the services of a brain surgeon, he knows to 
whom the patient should be referred. Likewise, 
when called upon for advice about the specialized 
activities of public health, the well-oriented prac- 
titioner knows exactly where to find experts in this 
field. The same is true in his relations to industry. 
In other words, the practitioner who conducts small 
plant medical services for industry should also 
know enough about the broader needs of industrial 
medicine and hygiene to advise management and 
labor about their general health programs and to 
call in experts when they are required. To sum up, 
here is a belief which I have long held firmly: The 
general practitioner is not expected to be a jack- 
of-all-trades in medicine and health, but he is really 


the backbone of both. 


This article by Dr. Simmons, brigadier general in the U. S. Army 
(retired) and Dean of the Harvard School of Public Health, was 
delivered by him as a talk at a recent Symposium on Industrial 
Medicine in Boston. Because it contains much valuable information 
for the general practitioner, who is increasingly engaged in in- 
dustrial medicine, we are pleased to reproduce it.—Publisher 
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dards of pediatric training and practice under the title Holt’s 
Diseases of Infancy and Childhood. Its prestige may be judged 
somewhat by the fact that it is reported to have been distributed 
to almost one quarter million physicians and students in its 
American editions alone, with no accurate figures available for 
further large distribution in foreign language editions. 


In this 1953 edition the authors have again at- 
tempted to avoid the chief difficulties of multiple 
authorship—differences in approach, in emphasis 
and in point of view—by synthesizing their own 
viewpoint with that of their collaborators. 

The result is an authoritative, clearly written, 
fully documented and well balanced text which is 
intelligently conservative in its teaching and is 
completely up to date in its detailed methods of 
prophylactic procedures, diagnosis, general pa- 
tient care and tested treatments. 

The modern concepts of the mental and emo- 


HOLT PEDIATRICS. 12th EDITION. AUG. 1953. 1542 PAGES. 262 ILLUSTRATIONS. $15.00 


tional development of infants and children are 
discussed in a common-sense manner. Prenatal 
factors are fully evaluated. The uses of the anti- 
biotics, sulfonamides and hormones are synthe- 
sized. Advances in pediatric cardiology and surgery 
are included. In short, the entire wide range of 
present day pediatric medicine is covered fully 
and authoritatively. 

The 12th edition Holt Pediatrics can be fully 
recommended as a practice guide for physi- 
cians and as a cewuleie text for teachers and 
students. 


APPLETON-CENTURY-CROFTS 


35 WEST 32nd ST. 
NEW YORK I, N. Y. 
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Che Practitioner’s Bookshelf 


Electrocardiography in Practice. By Ashton Graybiel, M.D., 
Paul D. White, M.D., Louise Wheeler, A.M., and Conger 
Williams, M.D. Pp. 378. Price, $10.00. 3rd Ed. W. B. 
Saunders Company, Philadelphia, 1952. 


The stated purpose of this book is the “production of 
an atlas containing many electrocardiograms primarily 
for the practitioner of medicine; it is not intended to be 
a textbook.” As an atlas the authors have accomplished 
their purpose, for numerous clear electrocardiograms 
are published. 

Part I of the book is devoted to physiologic principles 
and Part II is concerned with methodology. In dealing 
with the physiologic principles of electrocardiography, 
the authors have used an historical approach. This 
method is of value to those well acquainted with the 
electrophysiology of the heart, but it reduces the clarity 
in which this phase of electrocardiography is presented. 
Yet the section on electrical orientation is well presented. 
Under methodology it would seem unnecessary to dis- 
cuss the obsolete 4-R lead, and in a book for the prac- 
titioner of medicine the value of a discussion of endo- 
cardial and esophageal leads is questionable. Some of 
the illustrations in these sections are incomplete and a 
more careful selection would have been helpful. 

The remaining parts of the book are devoted to repro- 
ductions of electrocardiograms, their interpretations, 
comments, and the clinical record of the patient on 
whom the electrocardiogram was obtained. The inter- 
pretations and comments are excellent, though the clin- 
ical information seems so detailed that it detracts meas- 
urably from the relative importance of the electrocardio- 
gram. The authors have included a section on electro- 
cardiograms as related to the various etiologic classifi- 
cations of heart disease. This has resulted in many 
duplications particularly in the ventricular enlargement 
category. The section on congenital heart disease adds 
little of value. 

The format of the book is discouraging. References, 
which are generally incomplete, may be listed either as 
footnotes or at the end of the chapter. The clinical data 
associated with a particular electrocardiogram may be 
included in the caption or it may be placed in the text 
without a reference page noted. In the two pages on con- 
genital heart disease, the phrase “in a (another) series” 
appears no less than twelve times. 
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Though the ventricular gradient is discussed in some 
detail in the early part of the book, little use of it has 
been made in the discussion of the tracings. It is rarely 
that the electrical position of the heart is noted in the 
interpretations. The authors, too, have seen fit to con- 
tinue the use of ventricular “strain” both in discussion 
and interpretation. The benignity of some cases of right 
bundle branch block was not noted and some of the 
other comments can be questioned. 

In a field in which adequate books are being published 
regularly, this treatise cannot be recommended except 
as an atlas of electrocardiograms. 

—Joun S. Marietta, M.D. 


Current Therapy, 1953. Edited by Howard F. Conn, M.D. 
Pp. 835. W. B. Saunders Company, Philadelphia, 1953. 


This volume continues to be one of the most satis- 
factory volumes on therapy available. I have found the 
book useful and interesting. The book is extremely 
broad in its coverage and it is always interesting to 
compare another’s approach in therapy to one’s own. 

Although on many occasions, I have been satisfied 
with my own therapeutic approach, I have found it 
stimulating to compare my methods with those of the 
leaders in medicine selected by Dr. Conn. The volume, 
of course, is made up of the contributions of almost 
four hundred men. This year there are approximately 
two hundred changes from last year. 

In numerous instances more than one method of 
therapy is presented for a specific disease. These some- 
times represent different points of view in therapy or 
different concepts of the disease. All of the contri- 
butors, of course, are men whom Dr. Conn has consid- 
ered authorities in their respective fields. 

I_can recommend this volume most highly to any 
practicing physician. In spite of the change in ap- 
proximately two hundred contributors, I doubt that the 
physician who is the fortunate owner of the 1952 edi- 
tion will find enough significant changes to justify 
his purchase of the 1953 volume. I would be quick to 
add, however, that to keep up with the current volume 
of this book, would be one of the easiest and most 
economical methods of keeping in closest touch with 
the latest opinions of the selected authorities in medicine. 
If all doctors would apply the treatment of the common 
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cold recommended on page 8, a great advance in 
scientific medicine would have occurred. 


Dr. Conn and his associates should be congratulated 
] for the continued thoroughness and excellence of their 
volume. —SrTan.ey R. Truman, M.D. 


ANOTHER! Note: The publisher has requested that the following 


corrections be made in Conn’s Current Therapy, 1953 on 
page 226 under the heading Triethylene Melamine (cor- 
rections are indicated by italics): “... Five Milligrams are 
given 1 hour before breakfast at intervals of 48 hours for 3 
doses. No more is administered for 7 to 10 days; additional 
5 milligram amounts are then prescribed once a week or 
less often depending on the peripheral blood changes and 
the clinical improvement . . .” 


The Wi-Re-Co 

& An Atlas of Skull Roentgenograms. By Bernard S. Epstein, 

RECORD SYSTEM eee M.D., and Leo M. Davidoff, M.D. Pp. 415. Price, $15.00. 
Records for Doctors Since 1913, : Lea and Febiger, Philadelphia, 1953. 


This is a new book in which the authors have very 
The high regard which Doctors have for the. satisfactorily accomplished their aim of preparing an 
WIRE-CO Record System is evidenced by the atlas of skull roentgenograms. There is a maximum of 
large number of references we receive yearly. 


illustrative material and a minimum, but very adequate 
Keeping facts at fingertips—simplifying office text. It is the authors’ achieved purpose to present the 
routine—preventing oversights and neglected typical appearance of the normal as well as the abnormal 
billings—plus a basic practicality cause Doc- and unusual x-ray appearance of the skull, as might be 
tors to be enthused | about the Wi- RECO seen in any roentgenologic practice. They have wisely 
chosen to avoid the interpretation of films in which con- 
: trast media are employed, for this subject is adequately 
covered in other texts, and for the purpose of this 
volume, such an inclusion would be rather superfluous. 
An excellent chapter is devoted to the appearance of the 
normal skull and its variations in the periods of child- 
hood and infancy as weil as in the adult. The authors 
then pass on to congenital malformations and variations, 
trauma, infections, brain tumors, various neoplastic dis- 
orders involving the vault of the skull, and finally the 
nonneoplastic diseases. 


of the arsows drawn on the plates to 
ing 5%” x 7”, it holds clear, concise case : 


~ histories and an | accurate financial record for illustrate a certain point to be made in the text do not 
ient. . point toward anything discernible, and in one or two 


instances even the arrows themselves cannot be seen. 
: ' Examples of this are to be found on page 100. However, 
this is not a major defect, and is far outweighed by the 
ft copy will be sent on receipt of this coupon. wide variety of material presented and the numerous 
views included in the description of any one particular 
lesion. I am relieved that the authors have chosen their 
films as negatives rather than as positives in which bones 
come out black on a white background. To all except the 
most skilled radiologists, the latter method is a source of 
constant confusion. 

The legends for the many illustrations are quite ade- 
quate and in addition, there are short chapters of several 
paragraphs of explanatory text. While the text itself is 
excellent, I am annoyed to have to thumb indefinitely 
past pictures in order to pick up the thread of con- 
tinuity. On two or three occasions a footnote is included 


Witmer Record Company © 
110 West 19th Street 
Kansas City 8, Missouri 


Yes . . . please send me the brochure containing 
additional information on the WI-RE-CO System: 
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This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 
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telling the page of continuation, but in most instances 
this is not the case. The last line on page 107 contains a 
typographic error. 

This is a very excellent and much needed book and 
can be highly recommended without qualification. It 
should be in every hospital and roentgenologist’s office, 
particularly in those establishments where a constant 
high volume of skull films is not the usual rule. 

—JonaTHan M. M.D. 


Diseases of the Skin. By Robert M. B. MacKenna, M.D., Pp.— 
611. Price $8.00. 5th Ed. Bailliere, Tindall and Cox, 
London, 1952. (Distributed by The Williams and Wilkins 
Co., Baltimore.) 


This manual for students and practitioners is ar- 
ranged in a rather unusual order. After discussing the 
anatomy and physiology of the skin, the next chapters 
cover methods of examination and treatment of skin 
affections. Not only are the local applications listed 
with their indications for use, but internal medication, 
antibiotics, desensitization, and psychiatry are all given 
their place in the treatment. The physical agents are 
discussed, including ultraviolet, infrared, electrolysis, 
ionization, refrigeration, diathermy, and radiotherapy. 
Then the arrangement is by etiology, but here the 
author runs into difficulty for the etiology is often 
mixed, as in dermatophytid, or uncertain as in pemphi- 
gus or psoriasis. The age-old custom of giving much 
space to tuberculosis and syphilis is observed, with 
approximately one-fifth of the book devoted to these 
systemic diseases which no longer primarily belong to 
dermatology. 

The book is fairly well illustrated and has twenty- 
seven full page plates in color. The text is clear and 
readable. It is printed in good type on a high quality 
paper, but unfortunately the binding is not very dur- 
able, and if the copy which this reviewer has is a fair 
sample, the book would not stand much continuous 
library use. 

As an introduction to dermatology for medical stu- 
dents this book has a place. It is not complete enough 
to serve as the general practitioner’s encyclopedia on 
dermatology; nor does it serve as a quick reference 
for differential diagnosis. Its treatment methods ignore 
the commercial preparations available today and offer 
only the complicated ointments to be compounded by 
the local druggist. This is not the ideal skin book for 
the American general practitioner. 


—ALbeERT S. Dix, M.D. 


The Physician in Atomic Defense. By Thad P. Sears, M.D. 
Pp. 308. Price, $6.00. The Year Book Publishers, Inc.. 
Chicago, 1953. 

The author states, as his objective, ‘First, to review 
briefly the present physical concepts of matter, gaining 
in this approach and without recourse to mathematical 
formulas, a sounder understanding of radioactivity and 
its applications. Attention will next be given the struc- 
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ture of the atom; the significance of radioactivity; the 
use of isotopes. Then the symptomatology, pathology 
and treatment of atomic bomb injuries and the methods 
of civil defense will be reviewed”. 

The author proceeds in a methodical and concise 
manner to achieve his objective. The volume reflects 
an academic background as well as an aptitude for 
making a difficult subject readable and interesting. 
The book is divided in three sections, the first of which 
deals with atomic theory, basic physics, and atomic 
bombs. In this section is discussed atomic structure, 
radioactivity, isotopes, health physics, nuclear fission, 
chain reaction, the atomic bombs, and the pheno- 
menology and hazards of atomic bomb bursts. Some 
basic science portions of this section may be unneces- 
sary to the general medical reader. 

Section two deals with the clinical, biologic, patho- 
logic, and therapeutic aspects of atomic warfare. In- 
cluded in this section are the subjects of the clinical 
aspects of atomic warfare, clinical syndromes of radia- 
tion sickness, ionization and biologic reaction, pathology 
of total body irradiation, management of casualties, 
and instrumentation. The section is a compendium of 
valuable information, stripped of the irrelevance which 
confronts the nonspecialist reader in his recourse to the 
literature. 

Section three concerns itself with the organization 
of the medical department for atomic defense. Herein, 


briefly are discussed civil defense organization, non- 
medical civil defense measures, the medical services, 
medical supply and the blood program, the public 
health mission, and radiologic defense. For the general 
medical reader this section provides an excellent sum- 
mary of current planning at federal, state, and local 
civil defense levels. 

The book is unusually well documented and each 
chapter is followed by an extensive bibliography. The 
material is presented in well-spaced outline form. 
Physicians in civil defense in this atomic era will find 
this book a valuable addition to their libraries. 

—Harry R. Menpetsoun, M.D. 


Clinical Allergy. By French K. Hansel, M.D. Pp. 1,005. Price, 
$17.50. The C. V. Mosby Company, St. Louis, 1953. 
Presented as a complete text on the subject of general 
allergy, this work incorporates phases of allergy relating 
to otolaryngology, ophthalmology, pediatrics, derma- 
tology, and those aspects relating to the respiratory and 
gastrointestinal tracts. 

In addition to its appeal to those in the various spe- 
cialties, this book has been written with the general 
practitioner in mind. In the words of the author in his 
preface: ‘All the various phases also concern the gen- 
eral practitioner, who is often the first to encounter a 
great variety of allergic manifestations. For the general 
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practitioner, as well as the beginner in allergy, the 
subject matter is presented in a most practical manner. 

"Because of the highly specialized terminology em- 
ployed in the language of allergy, a glossary of common 
terms has been presented. The whole problem of the 
allergic patient with hay fever, bronchial asthma, urti- 
caria, eczema, contact dermatitis, headache, and other 
manifestations is presented with a new method of ap- 
proach by which local and constitutional reactions may 
be avoided when the injection of various allergenic 
agents is necessary. Simplified methods of treatment of 
hay fever and the reactions to antibiotics which are 
commonly encountered today should be of particular 
interest to the general practitioner and the pediatrician.” 

The author has done this job well. In its fifty-three 
chapters, every phase of allergy has been treated in great 
detail. One must not be misled, however, by the author’s 
interpretation of what constitute simplified methods of 
treatment of hay fever, as in this chapter he discusses 
more than ten methods employing pollen extracts. In 
his opinion self-medication with antihistamines should 
be discouraged, and he remarks that those patients who 
have had injection therapy respond more satisfactorily 
to the antihistamines than those who have not had such 
treatment. 

This is not a handbook. It is an encyclopedia. It is 
truly a book for the general practitioner, as it covers the 
patient from headache to pruritus ani, and from con- 


junctivitis to dermatophytosis. It tells the effect, with 
complete diagnosis and treatment, of everything the 
patient breathes, swallows, or comes in contact with. It 
tells the effects of foods and drugs on normal and allergic 
people. Insect bites, fungous infections and allergies, 
and the effects of tobacco are other examples of the 
fields covered. Truly this is a book of the skin and its 
contents. It should be in every medical library for ref- 
erence, and those physicians in any field who obtain a 
copy for study and everyday use will be making a wise 
investment. —Arpert S. Dix, M.D. 


Hypersplenism: A Clinical Evaluation. By Cyrus C. Sturgis, 
M.D. Pp. 97. Price, $3.25. Charles C Thomas, Spring- 
field, ill., 1953. 


This monograph is easy to read and provides a good 
review of the theories, clinical features, and therapeutic 
indications in the various hematologic conditions in 
which the spleen has been implicated. There are eighty- 
seven pages of text and eighty-one references as well as a 
good index. There are four illustrations and ten tables. 

Hypersplenism is defined as “‘a mechanism due pri- 
marily to an abnormal activity of the spleen arising from 
unknown causes which results in a reduction in a num- 
ber of one or more of the cellular elements of the circu- 
lating blood, thereby causing an anemia, thrombocyto- 
penia, or neutropenia, or a combination of these condi- 
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tions.” It is pointed out that the spleen has a smooth 
muscle reinforced capsule with fibers extending into the 
trabeculae, and a unique vascular system with relatively 
large venous sinuses which permit the storage and se- 
questration of considerable amounts of blood. 

The three chief theories of hypersplenism are dis- 
cussed briefly: (a) marrow inhibition by splenic hor- 
mone, (b) destruction of formed elements by the spleen, 
and (c) production of platelet, red cell, and white cell 
(not mentioned) antibodies by the spleen. 

The author does not state his preference for any of 
the three theories. The preliminary findings of Harring- 
ton and Evans favoring the third theory are mentioned, 
but this monograph was written before Harrington and 
Stefanini had elaborated their findings on platelet ag- 
glutinins, and before S. Finch had refocused attention 
on leukocyte agglutinins. 

The forms of hypersplenism are divided into two 
main groups: Primary, which includes hereditary spher- 
ocytosis, thrombocytopenic purpura, splenic neutro- 
penia, and splenic pancytopenia; and Secondary which 
includes cytopenias associated with splenomegaly in 
Banti’s syndrome, Felty’s syndrome, acquired hemo- 
lytic anemia, and other recognized diseases. 

Hypersplenism is to be suspected in patients who 
show splenomegaly, a hyperplastic bone marrow, and a 
combination of one or more cytopenias. The author 
does not find the epinephrine test valuable in diagnosis. 
Specific clinical forms of hypersplenism are described, 
and the indications for ACTH, cortisone, and splenec- 
tomy are discussed. Splenectomy, following preparation 
by blood transfusion and ACTH or cortisone, seems to 
be the author’s preferred method of treatment of idio- 
pathic thrombocytopenic purpura, but he reports sus- 
tained remissions in 40 per cent of fifteen patients 
treated with ACTH and cortisone alone, for seven to 
sixteen months after the medication was stopped. 

The monograph can be highly recommended as a 
good nonpartisan review of the essential features of a 
controversial subject. It should be very helpful to gen- 
eral practitioners and internists in the diagnosis and 
management of patients with these disorders. 
—Cuartss E. Ratu, M.D. 


A Compend of Electrocardiography in General Practice. By 
Harris Sklaire, M.D. Pp. 25. Ist Ed. Northern Publish- 
ing Company, Rouses Point, N.Y., 1953. 

This compendium is truly brief and to the point. Here 
in twenty-five pages the author has given a résumé in 
short paragraphs about the basic fundamentals of elec- 
trocardiography. Beginning with a simple introduction 
of two lines telling what an electrocardiogram is, Dr. 
Sklaire follows with a discussion about the electrical 
conduction path of the heart, electrode applications, 
and the normal electrocardiogram. 

Following this in concise form, are: S-A rhythm, pre- 
mature beats, arrhythmia of the auricles and ventricles, 
axis deviation, A-V heart block, bundle branch block, 
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and coronary artery disease. The author simplifies the 
use of his booklet by placing all of the reading matter on 
the left pages, and his examples of the electrocardiogram 
on the opposite or right pages, which makes for easy 
following of the text. 

The author’s four lines on drugs leave much to be 
desired even by the beginner in electrocardiography. 
His summary is concise but I am afraid that Dr. Sklaire 
does not comprehend the ability of the present-day 
general practitioner when he states, “In order to estab- 
lish coronary artery disease in general, multiple pre- 
cordial leads and serial recordings are essential but are 
beyond the scope of general practice” (italics by reviewer). 

This small volume would be of some value to the be- 
ginner in electrocardiography, but would hardly suffice 
for the inquisitive mind of the modern-day general prac- 
titioner. 

Puiurs Frouman, M.D. 


Dermatologic Formulary. Edited by Frances Pascher, M.D. 
Pp. 150. Price, $3.00. Paul B. Hoeber, Inc., New York, 
1953. 


This little book is the practical everyday working 
guide for the skin and cancer unit of New York Univer- 
sity Hospital and the Department of Dermatology and 
Syphilology of the New York University Post-Graduate 
Medical School. It is based on the experience gained by 
leading teachers of dermatology over the past seventy 
years, in what is probably the largest paid outpatient 
service of dermatology in the world. 

Here we have 223 prescriptions, arranged according 
to the action and purpose of the remedies. Included are 
the best of the old tried and proven applications of the 
past and the most recent preparations of today. The 
index is extensive, pointing to the names of the drugs 
and the conditions to be treated. No matter what other 
works on dermatology are in the physician’s library, 
this little book has a definite place—for everyday use. 
—A.sert S. Dix, M.D. 


Morris' Human Anatomy. Edited by J. Parsons Schaeffer, 
M.D. Pp. 1,718. Price, $16.00. 11th Ed. The Blakiston 
Company, Inc., New York, 1953. 


This is the eleventh edition of a standard textbook 
that was first published in 1893 and had its last previous 
revision in 1942. Although briefly clinical in places, it 
is still mainly a book for training anatomists—not physi- 
cians. However, this aspect of the book is a reflection 
of a basic philosophy of medical teaching, and can 
hardly be expected to change until that philosophy 
changes. 

This book is so well known from its earlier editions 
that there is little need for comments on its organiza- 
tion and form—features that have undergone little alter- 
ation. Some of the drawings show their antiquity but 
are almost always effective for their intended purpose. 
Some new illustrations have been added, including a 
number of roentgenograms that are directly helpful and 
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also add a clinical tone. Also helpful are the variations 
in type size and the liberal use of boldface type specifi- 
cally for the designation of anatomical parts. 

This book can be firmly recommended to those prac- 
ticing physicians who have too long postponed replace- 
ment of the anatomy book they bought during their 
student days. For medical students, it is an excellent 
text, especially because of the “Introduction,” the sec- 
tion on “Developmental Anatomy,” and the emphasis 
on development of the cardiovascular system, 

—Hucu H. Hussey, M.D. 


Bodily Physiology in Mental and Emotional Disorders. By Mark 
D. Altschule, M.D. Pp. 228. Price, $5.75. Grune and 
Stratton, Inc., New York City, 1953. 


One cannot read this little book without marveling at 
the complete and scholarly review of the literature on 
the subject which the author has made. There are 2,336 
references listed, dating from antiquity right up to the 
minute of publishing; there is hardly a single statement 
made anywhere in the monograph that is not verified by 
from one to a dozen or more references. Yet the author 
does not attempt to prove anything except the large 
gaps that exist in the available knowledge on the subject. 

The average general practitioner probably would not 
be attracted by the title because, as the author points out 
in the introduction, “Many physicians confronted by an 
emotional problem exclaim like the Doctor in Macbeth 


in similar circumstances, “This disease is beyond my 
practice’, and, for the most part, published psychoso- 
matic studies are not helpful, since they merely empha- 
size what competent physicians already appreciate, 
namely, that emotion causes visceral symptoms and in- 
fluences the manifestations and course of all diseases.” 

He points out that many conclusions published in the 
past were made prematurely, and that if any tentative 
conclusions are offered in the present work they should 
not be accepted too fervently. He states that it is hoped 
that this work will be of help to internists and to medical 
students, and that it is unfortunate some physicians 
trained in psychiatry in America will understand little 
of the contents, but the book is not intended as an in- 
ternists’ revenge on psychiatrists. 

The book is short, concise, and intensely interesting, 
but not one that can be skimmed through hurriedly and 
digested in a couple of hours. It is one which is in- 
tended to make the reader pause frequently and ponder 
the lack of adequate data for systematizing information 
about patients’ reactions to emotional factors and how 
essential it is to understand in general what these factors 


‘might be and to learn as much as possible about the life 


and personality of each patient in particular. 

Every medical student, general practitioner, internist, 
surgeon—even every psychiatrist—should profit much 
from reading this book if he will but take the time. 

—Cyrus W. Anperson, M.D. 
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Before treatment with Selsun 


After two weeks of treatment 


After six weeks of treatment 
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CLINICAL PHOTOGRAPHS showing effect of SELSUN on pityriasis sicca 
Patient applied SELSUN twice a week for two weeks, once a week for next four weeks 
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Cleveland Assembly Program Announced 


Exceptional List of Top Speakers 
To Appear at Biggest Academy Meeting 


Every Assembly program presented by the Academy 
so far has been outstanding, but the one you will 
enjoy in Cleveland next March will be unquestion- 
ably the greatest of them all. Almost without excep- 
tion, the speakers are nationally known figures and 
every one is a recognized authority in his particular 
field. The program itself will be fast paced, well 
diversified, and completely applicable to daily 


practice. 


Here is a list of the speakers who will appear at 
the Sixth Annual Scientific Assembly : 


E. J. McCormick, M.D., President of the A.M.A.; (Subject 
to be announced.) 

Roscoe L. Pullen, M.D., Dean, U. of Mo. School of Medi- 
cine; Why Train for General Practice? 

Howard Rusk, M.D., Bellevue—N.Y.U. Medical Center; 
A Live Clinic on Rehabilitation Procedures 

George Crile, Jr., M.D., Cleveland Clinic; Significance of 
Thyroid Enlargement 

Donald M. Glover, M.D., St. Lukes Hospital, Cleveland; 
Emergency Room Surgery 

George H. Curtis, M.D., Cleveland Clinic; Allergic Derma- 
titis 

Clarence S. Livingood, M.D., Henry Ford Hosp., De- 
troit; Commonly Missed Diagnoses of Skin Diseases 

C. Stuart Welch, M.D., Albany Medical College, Eddy D. 
Palmer, M.D., Walter Reed Hospital, Seymour Gray, M.D., 
Harvard Medical School; Symposium on Peptic Ulcer 

Sol Katz, M.D., Georgetown Univ.; Symposium on Tuber- 
culosis (Other participants to be announced next month.) 

Robert Myers, M.D., A.A.G.P. member, Kansas City; 
Management of Medical Complications in Obstetrics 
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Robert L. Faulkner, M.D., Western Reserve Univ.; Man- 
agement of Vaginal Bleeding 

Allan Barnes, M.D., Western Reserve Univ.; The Routine 
Multip 

Richard W. TeLinde, M.D., Johns Hopkins School of 
Medicine; Unnecessary Gyn Surgery 

Theodore Von Storch, M.D., Montefiore Hosp., N.Y.C., 
Louis G. Moench, M.D., U. of Utah School of Med., Eugene 
Ferris, M.D., Emory U. School of Med., Edmund P. Fowler, 
M.D., Columbia University; Symposium on Headache, Dizzi- 
ness and Syncope 

Sir Alexander Fleming, M.D., Discoverer of Penicillin; 
Louis Weinstein, M.D., Boston U. School of Med.; Chas. H. 
Rammelkamp, M.D., Western Reserve Univ.; Symposium on 
Antibiotics 

Thomas F. Frawley, M.D., Albany Medical College; 
Rheumatic Arthritis 

Robt. M. Stecher, M.D., City Hospital, Cleveland; Other 
Collagen Diseases ; 

John C,. Krantz, Jr., Ph.D., Univ. of Maryland; Recent 
Advances in Therapeutics 

Wm. S. Middleton, M.D., Dean, U. of Wis. Med. School; 
Present Day Concepts of Therapy in Anemia 


This list includes some of the most brilliant and 
interesting speakers in the entire profession. Each 
was selected after the most careful study by the 
Committee on Scientific Assembly—to assure you of 
four days that will be packed with factual, usable 
information. The committee guarantees there is 
not a single soporific in a carload of speakers of this 
caliber. These will unquestionably be the most 
pleasant—as well as the most instructive—four days 
you ever spent at a medical meeting. 
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‘On the Calendar 


Acapemy chapter meetings and 
postgraduate courses, as well as 
other medical meetings in which 
general practitioners will have an 
interest, will appear here monthly. 


Oct. 16-17. Georgia chapter, fourth annual meeting, 
DeSoto Hotel, Savannah, Ga. 


Oct. 17-19. Minois chapter, sixth annual meeting, 
Masonic Temple, Decatur, Ill. 


Oct. 19-23. Association of American Medical Col- 
leges, first teaching institute on physiology, 
biochemistry, and pharmacology, Atlantic City, 
NJ. 


Oct. 19-30. New York Academy of Medicine, 26th 
annual graduate program on disorders of the 
blood, New York City. 


Oct. 20-21. Maryland chapter, fourth annual meeting, 
Lord Baltimore Hotel, Baltimore. 


Oct. 25-27. California chapter, fifth annual meeting. 
Hotel Del Coronado, San Diego. 


Oct. 26-28. New York chapter, fifth annual meeting, 
Hotel Statler, New York City. 


Oct. 28. Minnesota chapter, annual meeting, 
Lowry Hotel, St. Paul. 


Oct. 28-29. Missouri chapter, fifth annual meeting, 
Hotel Governor, Jefferson City. 


Oct. 30-31. Washington chapter, fifth annual meeting, 
Hotel Chinook, Yakima. 


Nov. 2-6. American College of Chest Physicians, 
sixth annual postgraduate course, Hotel New 
Yorker, New York City. 


Noy. 9-14. Army Medical Service, course on clini- 
cal electrocardiography and recent advances 
in cardiovascular diseases to be given for 
medical corps officers, Fitzsimmons Army Hos- 
pital, Denver, Colorado. 


Nov. 11-12. Michigan chapter, fourth annual meeting, 
Kellogg Center, East Lansing. 


Nov. 16-17. Wisconsin chapter, fifth annual meeting, 
Schroeder Hotel, Milwaukee. 


Mar. 22-25, 1954. A.A.G.P., Sixth Annual Scientific 
Assembly, Public Auditorium, Cleveland, Ohio. 


To supplement the formal lecture program, the 
committee is putting together a scientific exhibit 
section of equal distinction and interest. The list is 
still in process of selection, but when completed it 
will include over sixty outstanding exhibits. At least 
half of them will be original, making their debut at 
this meeting. All of them will be closely integrated 
with the lecture program. 


The Committee 


The Committee on Scientific Assembly which has 
developed this unusual program of education and 
entertainment is composed of: Dr. John F. Mosher, 
Chairman, Coeymans, N.Y.; Dr. Allen G. Gibbs, 
Oklahoma City, Oklahoma; Dr. Herbert L. Hartley, 
Seattle, Washington; Dr. Merlin Newkirk, South 
Gate, California; Dr. Thomas E. Robinson, Salt 
Lake City, Utah; and Dr. Andrew S. Tomb, Vic- 
toria, Texas. Dr. Newkirk, who piloted last year’s 
Assembly in Saint Louis, is chairman of the sub- 
committee on scientific exhibits for the Cleveland 
meeting. 


Time and Place 


In case you have missed previous announcements 
on this point, the Sixth Annual Scientific Assembly 
will be held in Cleveland, Ohio, March 22-25, 1954. 
Lecture sessions and all exhibits will be in the Public 
Auditorium. All meetings of the Congress of Dele- 
gates, which begin on Saturday, March 20, will be 
held in the Hotel Cleveland. An unusually inter- 
esting program of entertainment for the ladies is 
now in the advanced planning stage. It’s going to 
be a packed-full week you won’t want to miss. 

A final word about hotel reservations. Many 
members were disappointed with the quality of their 
accommodations, last March—and in most instances 
that was the result of having waited until January 
or later to make their reservations. The same thing 
could happen to you next Spring. Cleveland has a 
number of extremely fine hotels, but the rooms they 
have guaranteed us will not nearly equal the prob- 
able registration. If you want to be sure of a good 
room, you would be wise to reserve it now. Fill out 
the reservation form in this issue of GP and mail it 
today, if you want to avoid disappointment the third 
week of next March. 

Room reservations should be mailed to the Cleve- 
land Convention Bureau, not to Academy Head- 
quarters in Kansas City. It is mot necessary to make 
an advance deposit. 
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ADVANTAGES: 


Specially constructed tablet releases hydrochloric 
1 acid in the stomach at a more normal rate. Elimin- 
ates disadvantages of the sudden release of HCI. 


y) Permits larger dosage in one tablet; each tablet pro- 
vides equivalent of 15 minims dilute HCI acid. 


3 Better tolerated — more effective. 


EACH TABLET CONTAINS: 
440 mg. Betaine Hydrochloride 
32.4 mg. Pepsin 


110 mg. Methyicellulose (controls release of HC!) Stuart 
BOTTLES OF 100...available at all pharmacies 


THE STUART COMPANY * PASADENA 1, CALIFORNIA 
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SULPHATE 
PHENOBARBITAL 


METHYLCELLULOSE 
ITAMINS AND MINERALS 


THE sty, 


LOW IN COST 
TO PATIENTS 
APPROXIMATELY 
4¢ PER CAPSULE 


One small capsule contains: 


BP. 5 mg. dextro amphetamine sulphate, 


inhibits appetite, and produces a feeling 
of well being. 


% gr. phenobarbital, offsets nervous stimulation. 
200 mg. methylcellulose, supplies needed bulk. 


9 vitamins* 
8 minerals* 


supply protective amounts 
of nutritional factors 


*Vitamins: A, 1700 USP units; D, 170 USP units; C, 25 mg.; 
B,, 1 mg.; Bz, 1 mg.; Niacin Amide, 10 mg.; Bg, 0.15 mg.; 
By2, 1 meg.; Calcium Pantothenate, 1.5 mg. Minerals: Cal- 
cium, 40 mg.; Phosphorus, 30 mg.; Iron, 3 mg.; Copper, 
0.25 mg.; lodine, 0.05 mg.; Cobalt, 0.167 mg.; Manga- 
nese, 0.33 mg.; Zinc, 0.1 mg. 


Available at all Pharmacies 


me 


Sixth Annual Scientific Assembly—Program of Events 


Memeers planning to go to Cleveland for the Sixth 
Annual Scientific Assembly of the American Acade- 
my of General Practice will find the hotel reservation 
form on page 15 of this issue of GP. As reported in 
the Secretary’s Newsletter in the July issue, the 
Board of Directors approved a new schedule for the 
Assembly which will give the Congress of Delegates 
an extra day of meeting. Listed below is a schedule 


of the major events held during Assembly week. A 
complete schedule giving the location and dates of 
all meetings will appear in an early issue. Delegates, 
particularly, will wish to consult this schedule in 
making their plans to attend the meeting, though 
they will, as in past years, receive a special hotel 
reservation form similar to the one which appears 
in the front pages ot this issue. 


SCHEDULE OF EVENTS 


Friday, March 19 —Board of Directors 
Saturday, March 20 


Luncheon 


Registration for delegates and officers at headquarters hotel 
Congress of Delegates convenes 
Congress of Delegates recess 


Reference Committees 


Sunday, March 21 —Reference Committees 


Registration for exhibitors and members at auditorium 


Ladies Registration 


Congress of Delegates convenes 


Monday, March 22 


Ladies’ Registration 
Scientific Assembly opens 
State Officers’ Dinner 


Tuesday, March 23. —Scientific Assembly 


Ladies’ Luncheon and Fashion Show 


Delegates’ Dinner 


Wednesday, March 24—Scientific Assembly 
Ladies’ Tea and Tour 
Banquet 


Thursday, March 25. —Scientific Assembly 
Scientific Assembly closes 


Board of Directors 
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—Registration for members at auditorium 
Congress of Delegates convenes 


—Joint meeting, Board of Directors, Committee on Scientific 
Assembly, and Local Arrangements Committee 


10:00 a.m. 

12:15 p.m. 

12:00 m. 

. 2:00 p.m. 
5:00 p.m. 
7:00 p.m. 


9:00 a.m. 
10:00 a.m. 
1:30 p.m. 
2:00 p.m. 


8:30 a.m. 
9:00 a.m. 
9:00 a.m. 
1:00 p.m. 
6:00 p.m. 


9:00 a.m. 
12:00 m. 
7:00 p.m. 
9:00 a.m. 
7:00 p.m. 
9:00 a.m. 


12:00 m. 
1:00 p.m. 
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For Academy members with a limited time to spend away, arrangements have been made for a Special Train trip to 
beautiful Miami Beach as outlined below ...an opportunity to relax and enjoy yourself, not only while in this 
famous winter paradise, but on the Special going and returning as well. 


For those with additional time, there is a choice of two extensions 
to the Caribbean. Extension “‘A” will include the Fourth Annual 
Post-Assembly Scientific Meeting, held in SAN JUAN, Puerto Rico. 


SPECIAL TRAIN TO MIAMI BEACH EXTENSION “A” 
a Nine Days Via Air—10 Days 
March 25 Aeveland Leave via train at 10:15 P.M. Havana, Ciudad Trujillo, 
March 26 Bat Route Breakfast and dinner in the San Juan 
diner. 
April2 H Leave Miami at 10:30 A.M. 
March 27. Miami Beach Accommodations at lavish April 3 Apel 
new BILTMORE TERRACE at NACIONAL DE CUBA. 
q HOTEL on the ocean front. Sightseeing of Old and New 
March 28 Miami Beach Breakfast each morning at the Havana, Night Tour, shop- 
hotel. ping, etc. 
March 29: Miami Beach Full sightseeing to include April 4 Ciudad Trujillo Accommodations at lovely 
March 30 Miami Beach Coral Gables, Hialeah Race- April5 Ciudad Trujillo HOTEL JARAGUA... sight- 
March 31 Miami Beach track, Monkey Colony, Great- seeing, swimming, etc. 
Mice, Cape April6 San Juan Choice rooms at lovely CA- 1 
Park Racetrack, Tamiami Trail. April 7 San Juan RIBE HILTON HOTEL. 


Sightseeing, ocean swim- 
ming, sunning, shopping. 


April8 San Juan SPECIAL POST-ASSEM- 
BLY MEETING. 


Three-hour yacht cruise. 
April 1 Miami Beach Dinner party at famous COPA 
CITY. 


April2 § Departure Leave at 10:30 A.M. en route 

home cities. April9 Miami Beach Overnight in Miami. 
April 3 En Route Relaxing and reminiscing. April 10 Departure En route home cities via pre- 
April 4 Home Again Arrive Home Cities. arranged schedules. 


RATE BASIS 2 to BEDROOM: $349 ea. 
EXTENSION “B”—Via Air—6 days 
Havana—Varadero Beach 


art Miami at 8:45 A.M. the morning of April 2nd. Two 
vn one-half days in rea at NACIONAL DE 
CUBA HOTEL. Sightseein * ht tour, etc. Two days at 
lovely VARADERO INTE IONAL HOTEL R 
to Miami 6th depart vine 


EXTENSION “8” PER PERSON: $144.50 


3 
— Cn : EXTENSION “A” PER PERSON: $359.50 
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... AFTER THE 


EUROPE 


PRRINE VALLEY + SWISS ALPS 


The requests by members who have been on previous Academy trips for a European tour immediately following 
the March meeting have been of such number that the outstanding itinerary outlined below has been arranged for 
members and their friends. Just 33 days from departure Cleveland on March 25th to arrival back in New York on 
April 27th for this deluxe, personally escorted European trip, including all the highlights of Europe—France, Italy, 
Switzerland, Belgium, Holland, England—a most comprehensive program, which because of space, cannot be des- 


cribed below in detail. 


By special arrangement, you will travel aboard one of the major airlines’ new Super Constellations direct from 


Cleveland to Paris! 


YOUR EUROPEAN TRIP DAY-BY-DAY 


Verona and 


March 25 Cleveland Via air to Paris. April 12 Cernobbio From Venice via erona 
April Cernobbio Milan. Leisure in this de- 
March 26 Paris Sightseeing of Malmaison and lightful lake towalig 
March 27 Paris Versailles; modern and histori- 
March 28 Paris cal Paris, Arch of Triumph, Lucerne Sightseeing of OF 
Eiffel Tower, Tomb of Napo- April15 Lucerne Wooden Chapel Bridge built 
leon, Notre Dame, The Louvre. April16 Lucerne in 1333, Old Town, etc. 
March 29 Paris Luncheon at a charming side- Aprill17 Wiesbaden Lovely alley country. 
walk cafe—dinner party at April 18 Cologne From Wieshaden Via Rhine 
Maxim's. Steamer—sed Gastles: 
March 30 Cannes Famous resort on the French April 19 Brussels See Guild Ha S, ete: 
March 31 Cannes Riviera. 
April20. The Hague Tulip 
April 1 San Remo be Monte Carlo and Corniche April 21 The Hague Motor Tour sterdam, Vo- 
tive. lendam. 
April 2 Pisa Visit Bapistery and Leaning April 22. London City sightseei 2 of chan ing of 
Tower. April 23. London uards at St. James's Palace, 
April 3 Rome Full program— April 24 London 
April 4 Rome Piazza Esedra, the Borghese Paul’s Cathedr dl, Dic ens’ Old 
April5 Rome Curiosity Shakespeare 
county, 
Ann Hathaway’s age. 
Vatican. 
April 25 London Dinner party at 
April 6 Rome Dinner at Alfredo’s. 
April 26 London Depart evening Of 26th én 
April 7 Florence From ~~~ via Hill Town route New Yor m 
April 8 Florence route and Perugia. Sightseeing 
April 9 Florence of Pitti Palace, Palazzo Vec- April 27 New York — Arrive New York. - pose 
chio, Piazza Michelangelo, cities via preafranged s . 
Church of San Lorenzo. RATE PER PERSON: $1599 
April 10 Venice St. Mark's Square, Doges’ THIS PARTY MUST NATURALLY BE LIMITED IN NUMBER—) 
April11 Venice Palace, Canals by Gondola. THEREFORE EARLY RESERVATIONS ARE EXTREMELY IMPORTANT, 


LEE KIRKLAND TRAVEL 
1231 Baltimore Ave. 
Kansas City, Mo. 


MIAMI BEACH AND EXTENSIONS: 

Enclosed pe find my check in the amount of $..... 
bs deposit of $50.00 each for reservations for my party of ..... 

trip and Extension. . . . . , deposit to be applied to 


Enclosed ple in the amount of $ 
deposit of $250.00 each for my party © Fe 
be applied co rotal cost. 


TOM 
a 
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actions of Donnatal’s natural bella- 
donna alkaloids with Phenobarbi 


(3 tablets) 
provides: 


: hyoscyamine 
Hladonna alkaloids protect sulfate, 0.3111 mg. 


islet tissue from vagus overstimulatio atropine sulfate, 
phenobarbital decreases psychic 0.0582 mg. 
ctors ; B vitamins stimulate apr i. yoscine 


0.0195 mg. 


thiamine hydro- 

— riboflavin, 6.0 mg. 
H. ROBINS INC. nicotinamide, 
‘RICHMOND VIRGINIA: 30.0 mg. 

calcium pan- 
tothenate, 6.0 mg. 
pyridoxine, 1.5 mg. 


(Dosage may 
be doubled, as 
required) 


DONNATAL PLUS 


Donnatal with B-Complex 


portant B-complex factors hree— 
Donnatal Tablets elps control gastrointestinal side «486mg 


Scholarship Winners Honored on Completion of Residencies 


First Mead Johnson Award Winners 
Complete General Practice Residencies 


Turee of the five winners of the first Mead Johnson 
General Practice Scholarship Awards, who have 
completed their year in a general practice resi- 
dency, recently have been recipients of honors from 
Academy members. 

When Dr. J. W. Padgett completed his residency 
at City-County Hospital in Ft. Worth, Texas, Dr. 
Holland T. Jackson, member of the executive com- 
mittee and treasurer of the A.A.G.P., was on hand 
to present the certificate signifying that Dr. Padgett 
had completed the residency as required for the 
$1,000 award. 

Dr. Padgett, a graduate of the University of 
Texas Medical School at Galveston, announced that 
he planned to enter general practice this summer. 

The Milwaukee chapter had Dr. Thomas V. 
Brennan as a guest at its quarterly dinner-meeting 
which was held the day marking the end of his resi- 
dency. Dr. Jerome W. Fons of Milwaukee, presi- 
dent of the Wisconsin chapter, presented the 
certificate to Dr. Brennan. 

In Tacoma, Dr. John Erickson received a certifi- 
cate from Dr. Elmer W. Wahlberg, president of the 
Pierce County (Washington) chapter. The certifi- 
cate marks Dr. Erickson’s completion of a year’s 
general practice residency at the Pierce County 
Hospital, made possible by a $1,000 Mead Johnson 
Scholarship. 

Dr. Merrill Shaw of Seattle, A.A.G.P. vice-presi- 
dent, was unable to attend the presentation cere- 
monies which were held during a staff meeting at 
the hospital with Dr. J. Morrison Brady presiding. 

Dr. Brady announced that Dr. Erickson planned 
to remain in residency at the hospital for another 
year. 


Regional Commission on Education 
Meetings Held in Indiana, California 


Two regional meetings of the Commission on Edu- 
cation, scheduled during the summer months, were 
held in Indiana and California. 

On August 2, Dr. William J. Shaw of Fayette, 
Mo., chairman of the Commission on Education, 
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Marks end of residency. A word of congratula- 
tions is passed on to Dr. Thomas V. Brennan 
(right) by Wisconsin chapter prexy Dr. Jerome 
W. Fons (left) as he presents the award certificate. 


presided at a meeting in Indianapolis, Indiana with 
the chairmen of the committees on educatien of 
Illinois, Indiana, Kentucky, Ohio, and West Vir- 
ginia attending. 

Guests included Dr. John Van Nuys, dean of 
Indiana University School of Medicine; Dr. Edward 
W. Shrigler of Indiana University; Dr. William R. 
Tindall, president of the Indiana chapter; Dr. Nor- 
man R. Booher, secretary of the Indiana chapter; 
and Dr. Albert S. Dix of Mobile, Ala., a member of 
the Commission on Education. 

Postgraduate programs, undergraduate educa- 
tion, and preceptorship training were the main 
topics of discussion. Each state chapter chairman 
gave a short report on the Academy’s educational 
program in his state. 

Earlier, another meeting was held in San Fran- 
cisco with Dr. R. Varian Sloan presiding. Attending 
this meeting were Dr. Loren Shroat representing 
Washington; Dr. Frank Meng from Nevada; Dr. 
Antonio Franzi, secretary of the California chapter, 
Mr. William Rogers, executive secretary of the 
California chapter; Dr. Edward Rosenow, Jr., direc- 
tor of postgraduate education of the California 
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for 
control of 
blood pressure 


EN 


UNITENSEN 


Brand of Cryptenamine (Irwin-Neisler) TRADE-MARK 


COMPARISON OF UNITENSEN WITH PROTOVERATRINE 
Unique Advantages of UNITENSEN AND THREE OTHER ALKALOID PREPARATIONS 


Emetic: 
Drug Therapeutic Therapeutic 
@ Ofall the known Veratrum alkaloids or Veratrum Ratio Index 


alkaloid preparations, Unitensen, brand of cryp- i, 4:3 125 


tenamine, is the only one which has a 4:1 ratio Protoveratrine A & B : 20 


between its hypotensive activity and the dosage Commercial Alkaloid Preparation A 2: 40 


level which produces the side effect of vomiting. 
Commercial Alkaloid Preparation B 


Unitensen assures a wide margin between Commercial Alkaloid Preparation C 


therapeutic and vomiting dose by means of a 
Unitensen has shown excellent results in clinical 


studies in hypertensive crisis, eclampsia, preeclamp- 
sia, and preeclampsia with underlying essential 
hypertension. 


dual biologic standardization for both emetic 
propensities and hypotensive action. 


Unitensen has a therapeutic index of 125— 


highestof all available Veratrum alkaloids tested. Unitensen (Aqueous) is available at present as a paren- 


teral preparation, containing 2 mg. per cc. (260 C.S.R.* 
Units) of cryptenamine, in 5 cc. multiple dose vials, 


*Carotid Sinus Reflex 


Unitensen has consistent, predictable and 
uniform action. 


IRWIN, NEISLER & COMPANY DECATUR, ILLINOIS 
Research le Sewe Your Fraciice 


GP ¢ Volume Vill, Number 4 


: 
| D R U 
— 


Medical Association, and Mr. Jerry Pettis of Audio- 
Digest. 

During Dr. Rosenow’s discussion of the post- 
graduate activities of the C.M.A. he told of future 
plans to include weekly courses in various regions 
(10 to 12 weeks) and two-day courses twice a year 
in other regions. 

Dr. Rosenow also told of the plans to use the 
education channel of television—channel 28 in Los 
Angeles. This will present for a nominal amount of 
money, various education programs from the medi- 
cal schools in the state. 

A demonstration of Audio-Digest was given 
which consisted of tape recording of various lec- 
tures, talks, and topics of medical discussion and 
supplemental slides on a film. Audio-Digest is a 
tape recording digest of all the well-read journals 
and magazine articles. 

This service is on a rental basis and the tapes 
are listened to and returned. It was recommended 
as a way to present material to doctors who are un- 
able to get to the large medical centers for meet- 
ings, for instance, in Hawaii. 

Dr. Shroat of Seattle stressed in his remarks to 
the group that members can deduct cost of post- 
graduate activity from their income taxes since the 
American Academy of General Practice does re- 
quire continuing postgraduate work. 


Dr. Melvin Casberg, in Defense Role, 
Hecds Medical Policy in the Pentagon 


Dr. Mervin A. Casserc, former chairman of the 
now defunct Armed Forces Medical Policy Council, 
has been named assistant to the Secretary of 
Defense, in charge of health and medical matters, 
according to an announcement from the Pentagon. 

Dr. Casberg still has an advisory council but it is 
composed entirely of civilians. The surgeons gen- 
eral, who, as members of the old council, helped 
make policy, no longer operate at that level. In- 
stead, they now simply carry out whatever policies 
the civilian group sets. 


State Department Aids in Call 
For Medical Books in Israel 


Mepicat, scientific, and technical books are desper- 
ately needed in Israel, according to information 
received in this country. 

Inability to obtain dollar exchange for their pur- 
chase in America has critically handicapped the 
acquisition. Therefore, under sponsorship of the 
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An Academy Officer's Profile... 


Leadership, Dr. Hildebrand’s Forte 


Wuen Dr. William B. Hilde- 

brand of Menasha, Wiscon- 
sin takes over his duties as 
president of the Academy 
next March in Cleveland, it 
will mark another milestone 
in his many years of service 
in medicine. 

Before being unanimously 
chosen to be president-elect 
at the Fifth Annual Scien- 
tific Assembly, Dr. Hilde- 

brand had served two years as chairman of the Board 
of Directors—first elected at the San Francisco Assem- 
bly and re-elected in 1952. During 1952 Dr. R. B. 
Robins said of his Board Chairman: 

**All 16,000 of us owe a tremendous debt of grati- 
tude to Dr. Bill Hildebrand. I’ve never been connected 
with an organization that had a chairman of its board 
of directors that gave so generously of his time— 
indeed of his whole life.” 

Dr. Hildebrand, the son of William and Nancy 
Hildebrand, was born May 30, 1904, at Huntington, 
Ind. His undergraduate studies were taken at the 
University of Wisconsin followed by medical work 
and his M.D. at Washington University in St. Louis. 
He did postgraduate work at the University of Minne- 
sota Hospital. 

The Hildebrands (Mrs. Hildebrand is the former 
Miss Helen Hasty of Birmingham, Ala.) have three 
children. Patricia, the oldest daughter, is married; 
son Fredric is a pre-med at Wisconsin University ; and 
Nancy, the youngest, is at home. 

He attended the first session of the A.A.G.P. Con- 
gress of Delegates in 1949 in Cincinnati and served 
as a member and later as chairman of the Membership 
and Credentials Committee. At the second Assembly 
Dr. Hildebrand was elected to the Board of Directors 
and the following year he was elected its chairman 
with his re-election coming the next year. 

His enthusiasm for Academy work in his home 
state is quite evident. On August 26, 1948, A.A.G.P. 
awarded the state charter to the Neenah-Menasha 
group of general practitioners with W. B. Hildebrand 
being one of the three original organizers. He served 
on the charter board of directors and was the first 
secretary of the Wisconsin chapter. 

In his state and county medical societies he has 
been particularly active on committees dealing with 
hospital relations and prepaid insurance. 

During World War II he served as a flight surgeon 
in the U.S. Marine Air Corps. A Lieutenant Com- 
mander, he spent 31 months in the Pacific Theater 
of War. 


THE FIRST POLYMYXIN- 
BACITRACIN PREPARATION 
FOR TOPICAL INFECTIONS 


Polyein: 


Ointment 


The effectiveness of polymyxin and baci- 
tracin combined for topical use was clini- 
cally established with Polycin Ointment. 
Now, for added flexibility of treatment 
measures, this potent antibiotic combina- 
tion is available in two new, convenient 
forms...Polycin Liquid and Polycin 
Soluble Tablets. 


PITMAN-MOORE COMPANY 


Gastineau, F.M., and Florestano, H.J.: Clinical Experience 
with “Polycin,” A Polymyxin-Bacitracin Oi Arch, 
Dermatol. & Syphilol. 66:70 (July) 1952. 


Polyein Liquid 


For dropper administration in skin or 
mucous membrane infections, especially 
when caused by mixed organisms or Ps. 
aeruginosa. Special base permits excep- 
tional diffusion of antibiotics. 


Polyein 
Soluble Tablets 


For extemporaneous antibiotic concen- 
trations, used in wei dressings, sprays, 
irrigations. Tablets dissolve readily in 
water or normal saline...may also be 
crushed and mixed with powders for 
dusting or insufflation. 


Samples and literature available on 
request. 


Pharmaceutical and Biological Chemists 
Division of Allied Laboratories, Inc. 
INDIANAPOLIS 6, INDIANA 
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State Department, a co-operative project has been 
set up to solicit gifts of used books for Israeli 
institutions. 

Individuals, libraries, and publishers who have 
books, published since 1940, that have been super- 
seded by newer editions may wish to contribute 
them to the project. Books should be in good 
condition. 

They may be sent prepaid parcel post to Books 
for Israel, 115 King Street, New York 1, N. Y. Up 
to 70 pounds may be sent by parcel post, at 8 cents 
for the first pound, and 4 cents each additional 
pound, marked “Book Rate.” 

Donors are asked to give the return address of 
the individual or organization so that the gift may 


be acknowledged. 


AAGP Member Says Family Doctor Can 
Uncover More TB Cases Than Mobile Units 


GENERAL practitioners uncover proportionately more 
cases of tuberculosis than mass chest x-rays if they 
will take x-ray films of the chests of persons in the 
3 to 76 year old age group, Dr. I. Phillips Frohman 
of Washington, D. C., pointed out recently in 
Medical Annals of the District of Columbia. 

Dr. Frohman, an Academy member, based his 
claims on his own personal experience. From the 
89 x-ray films taken during a six-month period in 
the 3-76 age group, he discovered four cases of 
active, advanced tuberculosis and two cases of sili- 
cosis. The percentage of diagnosis was 4.4. 

In a concentrated six-week drive during the 
same period, Dr. Frohman said the mobile x-ray 
units turned up only thirteen cases of active tuber- 
culosis among nearly 11,000 Washingtonians, 
whose ages ranged from 15 to 45. This was approxi- 
mately one-tenth of 1 per cent. 

The A.A.G.P. member explains that his better 
record could be attributed to the fact that he 
reached two major groups of people who rarely 
submit to a general survey—children under 15 and 
adults over 55. 

Since the only opportunity for a thorough exami- 
nation usually comes when they are ill, Dr. Froh- 
man urges family doctors to look for tuberculosis 
even when the specific complaint seems irrelevant. 

He also recommended that hospitals make it 
“routine and required practice” to take a chest 
x-ray of all patients. 

Recently Dr. Frohman was unanimously elected 
chairman of the General Practice Section of the 
Medical Society of the District of Columbia. 
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Memo for Vagabonds 


Two post-Assembly trips have been planned 
as a highlighted climax to the 1954 Cleveland 
Assembly. One includes a special train to Mi- 
ami Beach, with an extension to Puerto Rico. 
The other is to Europe. 

The trip to Miami Beach is short enough to 
appeal to those whose time is limited. Mem- 
bers then proceeding to Puerto Rico will pre- 
sent a one-day scientific congress in San Juan 
on cancer diagnosis and treatment. The train 
will leave Cleveland the evening of March 25, 
departing Miami Beach April 2. The extension 
from Miami will include visits in Havana and 
Ciudad Trujillo, arriving San Juan April 6, 
and returning to Miami Beach April 9. 

Dinner in Cleveland and breakfast in Paris 
will initiate the European trip, a tour especially 
planned for Academy members. Numerous re- 
quests by members in the past three years have 
made this trip a coming reality. A new Super 
Constellation flight on one of the major air- 
lines has been reserved for the Academy party. 
Departure from Cleveland will be at 6:00 P.M., 
March 25, direct to Paris with arrival there the 
next morning. Early reservations for the Eu- 
ropean trip are extremely important, as the 
party must of course be limited in number. 

Arrangements are again being handled by 
the Lee Kirkland Travel Agency of Kansas 
City, which has so capably and successfully 
conducted the Academy tours in the past. 

Brief outlines of the trips are published in 
this issue of GP (see pages 130-131). De- 
tailed brochures will soon be mailed to Acade- 
my members by the Kirkland Agency. Full in- 
formation on the tours may be obtained from 
Academy headquarters or Lee Kirkland Travel 
Agency, 1231 Baltimore, Kansas City, Mis- 
souri. 
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IN 
USE 
EVERYWHERE 


Steraject 


SYRINGE AND CARTRIDGES 


It’s the convenience of the PFIZER unbreakable 
STERAJECT Syringe and the full line of STERAJECT 
single-dose disposable cartridges that make this Pfizer 
innovation a favorite in office, home and hospital 
today. The current formulations of widely used anti- 
biotics and hormones include the following ready-for- 
use cartridges, each with sterile foil-wrapped needle: 


Penicillin G Procaine Crystalline in Aqueous Suspension 
(300,000 units, 600,000 units and 1,000,000 units) 


Permapen* Aqueous Suspension (600,000 units DBED 


penicillin) 

Permapen Fortified A s i (300, 000 units 
DBED penicillin plus | 300,000 units procaine penicillin) 
Combiotic® A s ion (400,000 units procaine 


penicillin plus 0.5 Gm. dihydrostreptomycin) 
Streptomycin Sulfate Solution (1 Gm.) 


Dihydrostreptomycin Sulfate Solution (1 Gm.) 


NOW Pfizer Syntex Steroids in Steraject form: 


Synandrol*— testosterone propionate, U.S.P., in sesame 


oil (25 mg., 50 mg., and 100 mg.) 


Diogyn*— estradiol, U.S.P., in aqueous suspension (0.25 
mg. and 1.0 mg.) 


Syngesterone*— progesterone, U.S.P., in sesame oil (10 
mg., 25 mg., 50 mg. and 100 mg.) 

Combandrin*— estradiol benzoate, U.S.P., (1 mg.) plus 
testosterone propionate, U.S.P., (20 mg.) in sesame oil 


“TRADEMARK : (Pfizer PFIZER LABORATORIES, BROOKLYN 6.N.Y. 
DIVISION, CHAS. PFIZER & CO., INC. 
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All But Three Doctors Attending Saranac 
Lake Symposium Are Academy Members 


Aut but three of the 32 general practitioners who 
attended the second annual tuberculosis sympo- 
sium recently at Saranac Lake, New York, are mem- 
bers of the A.A.G.P. These doctors came from ten 
states and one Canadian province. 

This annual five-day course is designed to cover 
all important aspects of pulmonary tuberculosis 
from the general practitioner’s point of view. Many 
of the sessions, which were held in various sana- 
toria and research institutions, were informal panel 
discussions. Several doctors and their wives partici- 
pated in a radio program over Station WNBZ in 
Saranac Lake. 


Milwaukee Doctors Have Numbers 
For New Public Paging System 


A NEW system for public paging of its members has 
been activated by the Medical Society of Milwaukee 
County, Wisconsin. 

Each member has been assigned a numbered card 
and the number of this card is to be used by mem- 
bers of the doctor’s family, his hospital, the Medical 


Society Physicians’ Service, or his office when it is 
necessary to reach him while he is in a public place 
or at a public gathering. 

“Paging Dr. No. 464 or Dr. No. 50” is heard 
from a public address system instead of “Paging 
Dr. Smith or Dr. Jones.” This plan, stemming from 
a recommendation of the Physicians’ Service Com- 
mittee, will allow discreet paging of Milwaukee 
doctors thereby eliminating much unnecessary em- 
barrassment on the part of the doctor, Dr. Robert 
S. Irwin, president of the society, said. 


Australian Government Promotes 
Its New Medical Benefits Program 


Tue Australian government took over a consider- 
able part of the cost of its people’s doctor bills on 
July 1. The Commonwealth government’s new 
medical benefits program complements the hospital 
benefits plan which has been in operation for 18 
months. 

Australians may qualify for medical benefits by 
joining a nonprofit medical insurance organization 
which is approved and registered by the government. 

The government has divided its benefits into two 
schedules—the first covers basic medical services 
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obtainable from a general practitioner and consulta- 
tions with specialists and some surgical operations. 
The second schedule covers services usually ren- 
dered by specialists, including more than 200 types 
of operations. 

One condition the government imposes on insur- 
ance organizations before registering them is that 
they shall pay benefits at least equal to those paid 
by the government for the services listed in the 
first schedule. 


AMA Nominates Dr. R. B. Robins To Serve 
On Hoover-Farley Reorganization Committee 


Tue Academy’s Past President R. B. Robins of 
Camden, Ark., has been nominated by the Ameri- 
can Medical Association to serve on a special 
**Medical Task Force” to assist the Hoover-Farley 
Commission on government reorganization. 

The ‘Medical Task Force” will advise the new 
commission on reorganization of the executive 
branch of the government of which Mr. Hoover is 
expected to be chairman, on all matters pertaining 
to health and medicine in the organization of the 
government. 


Medical News in Small Doses: 


A.A.G.P. Board Director William J. Shaw of 
Fayette, Mo., has been elected president of the 
Missouri State Board of Medical Examiners. Ap- 
pointed to the examiners’ board in 1951, Dr. Shaw 
has been its vice-president the past year. . . . The 
average U.S. physician gives seven hours a week— 
12 per cent of his working hours—to charity pa- 
tients and the dollar value of his annual charity 
work is more than $3,000, according to figures given 
in a recent issue of Medical Economics. . . . Dr. D. G. 
Miller, Jr., of Morgantown, Ky., has been appointed 
to the office of assistant professor in the department 
of preventive medicine at Meharry Medical School 
in Nashville, Tenn. . .. On October 8, Executive 
Secretary Mac F. Cahal will address the Fifth Dis- 
trict Medical Society in Little Rock, Ark. On the 
same day he will address the student body of the 
University of Arkansas Medical School. He will be 
introduced by Dr. R. B. Robins of Camden on both 
occasions. ... During the recent annual A.M.A. 
meeting in New York, Dr. Richard A. Mills, who 
served as chairman of the Section on General Prac- 
tice, charged that one fourth of all heart ailments 
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are the result of a doctor’s words or actions. Many 
other physicians feel that all prospective doctors 
should take a course on how to talk to patients. 
When the doctor is curt, bombastic, or verbally 
vague, he runs the risk of inducing a real heart con- 
dition where none may exist. . . . During the 61st 
annual meeting of the Idaho State Medical Associa- 
tion, Dr. Hoyt Woolley was named a delegate to the 
next A.M.A. convention. ... By midsummer, ap- 
proximately a third of the supply of gamma globu- 
lin, expected to be available this year for mass inocu- 
lations against paralytic poliomyelitis, had been 
distributed. ... Grants totaling $1,944,151 have 
been designated for the nation’s 79 medical schools, 
according to an announcement from the National 
Fund for Medical Education. The fund established 
in 1949 is financed by gifts from corporations and 
the medical profession. . . . Dr. Clyde W. Miller of 
Wichita has been appointed by Governor Edward 
F. Arn to serve on the Kansas Advisory Commission 
on Institutional Management. ... A three-dimen- 
sional x-ray motion picture process has been 
demonstrated by scientists at the University of 
Rochester Medical School. It brings out clearly the 
bone structure and relative position of body organs 


such as the heart both in normal and abnormal con- 
ditions. ... Academy member, Dr. Carl B. Hall, 
presided at a session of the 86th annual meeting of 
the West Virginia State Medical Association in 
White Sulphur Springs recently. ... American 
Heart Association announces that two new career 
investigatorships to encourage unrestricted, life- 
time medical research have been made to Dr. John 
R. Pappenheimer and Dr. Alfert H. Coons of 
Harvard Medical School. ... Dr. Arthur H. 
Keeney, clinical instructor of ophthalmology at the 
University of Louisville, is the winner of the 13th 
annual essay contest of the Mississippi Valley 
Medical Society for the best unpublished essay on 
a subject of practical and applicable value to the 
general practitioner. Dr. Keeney’s paper is entitled, 
“Grass Roots in the Prevention of Blindness.” . . 
Two new publications now being distributed by 
the American Heart Association are Nomenclature 
and Criteria for the Diagnosis of the Diseases of the 
Heart and Blood Vessels and a monograph, “Films 
in the Cardiovascular Diseases Survey, Analysis, 
and Conclusions.” ... American Academy of 
Forensic Sciences will hold its 6th annual meeting, 
Feb. 25-27, 1954, at the Drake Hotel, Chicago. 
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Fabulous Texas Recovers Building Fund Lead 


ABOUT a year ago, reports filtered out of the Lone 
Star State about fabulous Building Fund collections 
during the chapter’s annual meeting. However, the 
packet of checks which subsequently arrived in 
Kansas City didn’t quite live up, in total dollars, to 
advance reports. Having heard rumors that Texans 
sometimes see things Texan twice as big as they 
really are, we assumed that the first report was 
merely an overoptimistic advance estimate. We 
credited the state the $2,379 actually received in 
September, 1952, and buried our disappointment. 

But—them Texans warn’t a-foolin’! They actu- 
ually did collect more than we reported. For it now 
develops, almost a year later, that a second envelope 
stuffed with checks got mislaid under an oil derrick 
or behind a herd of cattle. Relocated in late August 
of this year, they were hustled to the Headquarters 
Office, where they were found to total $1,356.93 in 
cash plus $545 in pledges. Unfortunately, this 
money arrived too late to be included in the report 
below, which includes only cash deposited during 
August, but it is a pleasure to announce publicly 
that our Texas members did contribute a total of 
$3,735.93 during their 1952 meeting. 

So this is fair warning to Ohio that Texas has 
hauled out another six-shooter. 


The Fall Wind-Up Campaign 


As this report is being written, Building Fund 
Committees in all the state chapters were poised for 
the start of the big drive which Dr. John R. Fowler 
and his committee hope will assure the start of 
construction next March. Recognizing that every 
member of the Academy has a sincere interest in its 
future and in the continued efficient functioning of 
its programs, this campaign is designed to enable 
every member to participate in the construction of 
this building which so fully symbolizes our confi- 
dence in that future. If you have not, by now, made 
your contribution and pledge, you are urged to do 
so before the end of this month. It need not be a 
large amount—tt is not the desire of the committee 
to “pressure” any member for a contribution be- 
yond his means. But they do hope that every mem- 
ber will contribute something—even if it is no more 
than $10 now and $10 each of the next four years. 
They want you to have a part in this new Head- 
quarters Building. 


As was pointed out in the brochure you received 
last month, as soon as the Fund’s cash total has 
been increased another $100,000, it will be possible 
to complete the specifications and advertise for bids 
—the first step toward actual start of construction. 
To make that possible, we should accumulate the 
required cash balance before the middle of Novem- 
ber, 1953. Your co-operation is needed—now. 

Cash contributions for the month of August: 


August state errors total 
contributions corrected contributions 


$ $ 785.00 
320.00 
325.00 

7,512.52 

2,630.00 
852.00 
305.00 
647.08 
930.00 

1,125.00 
305.00 

2,905.00 

2,650.00 

2,340.00 

1,211.00 
790.00 

2,120.00 
335.00 
956.00 

4,716.00 

1,305.00 

1,955.00 
575.00 

6,375.00 

20.00 
690.00 
230.00 
668.00 

2,075.00 
200.00 

4,735.50 

2,380.00 

85.00 

8,985.00 

1,035.00 
605.00 

2,148.00 

70.00 

2,400.00 
300.00 

1,200.00 

8,808.07 
605.00 
360.00 
705.00 
510.00 

1,175.00 

2,345.00 
601.00 
150.00 

10.00 
161.61 

00 8,575.00 

20,000.00 


° 
3 


00.00 
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$115,801.78 
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News from the State Chapters 


A COMPONENT chapter was organized recently in 
Tucson, Arizona at a special meeting held at the 
home of Dr. Glenn H. Mathis. The new chapter, to 
be known as the Tucson or Southwest Chapter of 
General Practitioners, is a branch of the Arizona 
chapter. Seventeen Academy members attended the 
meeting and several other physicians signed up as 
new members that evening. Dr. Fred C. Gregg was 
appointed chairman of the new chapter and Dr. 
Walton C. Finn was named secretary. Drs. Kenneth 
A. Herbst and R. W. Hussong of Phoenix were spe- 
cial guests at the meeting. 

A sample of the advance notice which Connecti- 
cut family doctors are using to inform their patients 
that they will be attending the Connecticut chapter 
meeting October 8 has been submitted to the Head- 
quarters office in Kansas City by Dr. Peter J. Sca- 
farello, secretary of the Connecticut chapter. The 
notice pictures a stork pointing to a calendar mark- 
ed October 8 and to information concerning the 
program which will be held in Hartford. 

Connecticut has planned a 
full day of scientific papers to 
be presented by six leading 
eastern physicians. The meet- 
ing will close with a dinner 
and the Academy’s speaker of 
the Congress of Delegates, 
Dr. J. S. DeTar of Milan, 
Mich., will be after-dinner 
speaker. He will discuss 
“What the Academy of Gen- 
eral Practice Means to the General Practitioner.” 

The success of the two-day fifth annual meeting 
of the South Carolina chapter in Charleston lived 
up to its advance billing. At the annual banquet, 
A.A.G.P. president, Dr. U. R. Bryner of Salt Lake 
City, was guest speaker. 

Eight well-known Southern physicians presented 
scientific papers, a member of Alcoholics Anonym- 
ous appeared on the first afternoon program, and 
the following day Mr. Leo E. Brown of Chicago, 
director of Public Relations of the A.M.A., spoke on 
“PR Profits.” A two-day program for the ladies was 
highlighted with.a boat ride around the harbor and 
a trip to Fort Sumter. 

The latter part of this month, the California 


chapter will have its annual scientific assembly at 
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Coronado near San Diego. Included on the three- 
day program (October 25-27) are scientific lectures 
by 20 top-flight physicians, including Dr. F. H. 
Bentley, a recent professor of surgery at the Univer- 
sity of Durham in England. His topic will be ‘The 
Management of Chronic Vascular Occlusion.” 

The Heron lecture will be given by Dr. Louis 
Buie, head of the department of proctology at Mayo 
Clinic, and Dr. Raymond McNealy, professor of 
surgery from Chicago, will present the Truman 
lecture. 

The sixth fall assembly of the Arkansas chapter 
will be held October 14-15 at Lafayette Hotel in 
Little Rock. Drs. Lamar McMillin, W. A. Snod- 
grass, and M. D. McClain are in charge of local 
arrangements. 

The Arkansas chapter’s spring meeting has been 
changed from Easter Sunday to April 19 or 20 in 
Fort Smith during the Arkansas Medical Society’s 
annual meeting. A later announcement will be 
made on this. 

Twenty Woodbury (lowa) county doctors have 
organized the first county chapter in Iowa. Dr. 
Clarence Goebel was elected president, Dr. John S. 
Tracy is vice-president, and Dr. David Kaplan is 
secretary-treasurer. All are from Sioux City. 

Cleveland was the site of the Ohio chapter’s third 
annual scientific assembly September 16-17. Eleven 
scientific lectures were presented as well as a speech 
by a Cleveland newspaperman whose topic was 
‘Newspaper Man Views the Medical Profession.” 
The banquet speaker was Dr. George W. Crile, Jr. 
of Cleveland. 

The Wayne County (Michigan) chapter an- 
nounces new officers. Dr. Arthur B. Levant is presi- 
dent, Dr. Howard C. Rees is vice-president, Dr. A. 
Ray Marsh is treasurer, and Dr. Lyle W. Korum is 
secretary. 

The outcome of the Texas chapter’s proposal to 
expand its seven-man board of directors to 16 has 
not reached headquarters at this time, but the pro- 
posal for the revision of the state constitution was 
slated on the agenda of the fourth annual meeting 
September 21-23 in Dallas. The proposed 16-man 
board would be composed of one member from each 
of the 15 councilor districts of the Texas Medical 
Association and the retiring chapter president, who 
will serve one year. 
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If this amendment passes, the Texas chapter By- 
Laws would be revised to read that the nominating 
committee should present nominations for five di- 
rectors (instead of two) to serve three-year terms, 
except in 1953. Any present board member would 
be allowed to finish the term to which he was 
elected. 

On September 20, preceding the convention’s 
opening in Dallas, the Dallas chapter presented a TV 
program on KRLD. The program was on polio and 
advances in its diagnosis and treatment. 

The Hawaii chapter reports that it is working 
toward the establishment of a general practice de- 
partment and general practice residencies in St. 
Francis Hospital in Honolulu. The chapter also is 
interested in organizing a general practice depart- 
ment at Queen’s. 

The committee on arrangements of the fifth an- 
nual scientific assembly of the New York chapter to 


be held October 26-28 in New York City is com- | 


posed of Dr. Ferdinand H. Herrman, Dr. Floyd C. 
Bratt, Dr. Edward Steingesser, Dr. Seymour Fiske, 
Dr. Milton B. Spiegel, Dr. F. Donald Napolitani, 
Dr. Morton M. Spielman, Dr. J. Hunter Fuchs, 
Dr. Howard Seidenstein, and Dr. Walter C. Allen. 

The Board of Directors of the New York chapter 
has taken steps to implement forceful programs in 
industrial medicine and rural health and medical 
services. It named Dr. Henry F. Johantgen of Ro- 
chester and Dr. Mary H. Wyttenbach of Elmira to 
the organization’s Committee on Public Health. 
Dr. Johantgen will head a subcommittee on indus- 
trial health, Dr. Wyttenbach one on rural health. 

The fall meeting of the Florida chapter was held 
September 13 in Tampa. The symposium was on 
cardiovascular diseases. 

The West Virginia chapter reports a large at- 
tendance of its state’s physicians, as well as those 
from adjoining states, at its recent two-day scientific 
meeting in Charleston. More than 225 doctors reg- 
istered for the meeting. Dr. Edward E. Haddock, 
president of the Virginia chapter and Mayor of 
Richmond, was banquet speaker. His subject was 
“Doctor, What Is Your Mr. Jones Rating?” 

The final postgraduate meeting of the year 
sponsored by the West Virginia chapter will be 
held November 2 in Charleston. The program will 
be presented by two members of the faculty of the 
University of Louisville School of Medicine, Dr. 
Lee Palmer and Dr. William K. Keller. 

The Alabama chapter sponsored a seminar Au- 
gust 19-20 at the Medical College of Alabama in 


Birmingham. 
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The St. Louis (Missouri) chapter has evaluated 
the pros and cons of night office hours. With the 
trend toward night shopping and night business, 
the St. Louis group feels the time has come when 
the doctor will have to consider the hours in which 
the public can visit the doctor conveniently. In the 
East, particularly, the trend toward night hours for 
doctors has just begun. 

In considering the impact that night hours have 
on the practice of medicine, the following points 
were listed in News and Views: 


Night hours 1) increase the number of male pa-_ 


tients who come to the office. 2) add to the number 
of couples that can consult their doctor. 3) compel 
the doctor to see his patients in less time. 4) take 
the place of Saturday hours, all of which has its ad- 
vantages and disadvantages. 5) make the cost of 
medical care greater because there is no time left to 
make evening calls, making late night calls neces- 
sary, and because office help demand higher wages 
when they work at night. 

Five reasons were also listed for the demand for 
evening hours: 

1. More women are working. Now fully half of 
the women patients can’t get off from work to visit 
their doctor. 

2. Fewer people want to spend their Saturdays 
in a doctor’s waiting room. 

3. The growing tendency is to go to neighbor- 
hood doctors so the man and wife can see the doctor 
together. 

4. Transportation and parking problems are less 
severe at night. 

5. As more married women work, the home 
chores are being shared by the husband. 

The Nebraska chapter held its one-day annual 
study session September 3 in Kearney, Nebraska, 
with six Midwestern physicians presenting the sci- 
entific lectures. They were Dr. Lynn Thompson, 
Dr. Frederick F. Webster, and Dr. Charles W. 
McLaughlin of the University of Nebraska; Dr. 
John D. Hartigan of Creighton University School 
of Medicine; Dr. Paul D. Bruns of the University 
of Colorado School of Medicine; and Dr. Donald C. 
Campbell of the Mayo Clinic, Rochester, Minnesota. 
Dr. Frank J. Mnuk, president of the Nebraska 
chapter, was presiding officer at the meeting. 

At the dinner which closed the meeting, Mr. 
Frank W. Mueller, manager of the Sioux Falls 
district of the United States Chamber of Commerce 
in Minneapolis, spoke on, ‘Are You Telling Your 
Story?” The ladies were entertained at the Kearney 
Country Club during the day. 
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Auts in the Printers’ Plants 


ALOHA 


Tue speaker of the evening was attractive Dr. 
Cora Ormsbeck. She has been long active in a 
sarong campaign to bar medical quacks from 
radio broadcasting.—Elmira (Mo.) News. 


TELLING US? 


Durinc World War I and World War II, the 
doctor was glorified, but not as he is being 
gorified today.—Deshler (Ark.) Eagle. 


R. N. RESARTUS 


ARTHUR GopFREY’s nurse was standing by his 
bed in a $65-a-day suit.—Marlette (Wis.) 
Leaf-Chronicle. 


SKIN-GRAFT 


For Sate.—Laprobe, 60 x 66, factory-made 
from hide of owners.—Hobbies Magazine. 


SOCIAL NOTE 


PRE-NATAL PARTIES FOR BRIDE-ELECT.— Headline 
in Key West (Fla.) Citizen. 


Mr. AnD Mrs. J S are rejoicing 
over an eight-pound daughter, the sixth child 
since Saturday.— Townsend (Mont.) Star. 


TURNABOUT 


BaBy FOUND STORK NAKED AT HOSPITAL.—Cu- 
yahoga Falls (Ohio) Reporter. 
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(ERYTHROMYCIN WITH TRIPLE “SULFAS, 


2. One-half the sulfonamide dose 


3. Acid-resistant coating 


4. ‘Tlotycin’ plus one-half the sulfonamide dose 


Laminated construction assures maximal utilization of Motycir 
and produces a more constant blood level of sulfonamides. 


The recommended daily dosage (3 tablets four times a day) 
provides 600 mg. of ‘Ilotycin’ and 4 Gm. of triple sulfonamides; 
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now avail 
practical dosage uel in the following 


CRYSTALLINE: 
pEDIATRIC— Junior Panel—100 m¢- ‘Jlotycin’ 
a child, 1 teaspoonful 

i -cc. bottles. 


1 teaspoonful every 5ix hours; others, in proportio 


In 60-ce. bottles. 
mg. per Gm. 
daily- 


or four times 


THE 0 
RIGIN 
ATOR OF ERYTHROMY 
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| tLOTYCIN LILLY)- CRYSTALLINE» | 
TABLETS—100 or 200 mg- Pe tablet. 
ik Dosage: 200 ™é- every four to six hours: | 
0.33 mixed eulfonamides” per tablet. Dosage 3 tablets 
every six hours; others, in proportion to weight 
ynior panel—100 mg- ‘Tlotyein’ plus 0.5 Gm. mixed | 
oc.). Dosage Thirty-pound child, 
: to weight. 
{LOTYCIN: 
Dosage: Apply to the affected three 
| In 4-ounce tubes- 
* Equal parts of sulfadiazine, sulfamerazine, and gulfamethazin®- 
151 


acid range so 
prevalent in f 
and infections 


Solubility of free (nonacetylated) ELKOSIN 


(Solubility meade witli the 
amide C. in normal human 


high solubility where it counts 
in the acid pH range 


so prevalent in fevers 


and infections 
alkalis not needed 


ELKOSIN- 


SULFISOMIDINE CIBA 


a new advance in sulfonamide safety 


tablets 0.5 Gm., double-scored. Bottles of 100 and 1000 
suspension in syrup (0.25 Gm. per teaspoonful (4 cc.). Pints. 


1. Ziegler, J. B.; Bagdon, R. E., and Shabica, A.C.: To be published. 


Ciba 
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pH5.0 ELKOSIN 254 mg.% 
pH 6.0 common in persons in normal health 
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St. Louis Chapter Practices Successful Public Relations 


BY C. W. SCHUMACHER, M.D. 
St. Louis, Missouri 


SuccessFuL public relations stem from wise policies. It 
is not something apart but something which runs 
through every area in which an organization touches 
the public. 

It has been rather widely assumed that public rela- 
tions deal mainly in intangibles. This assumption is 
wrong. The patch testing program for tuberculosis 
sponsored by the St. Louis Academy of General Prac- 
tice for the past year is a good example of a contribution 
to the public good that is not an intangible; it has 
substance. 

The total number of patch tests reported to the 
Tuberculosis and Health Society of St. Louis by mem- 
bers of the St. Louis chapter as of June 15 (after one 
year of operation) was 7,413. Out of this number there 
were 447 positive reactors. Ninety-five per cent of these 
received follow-up care which included x-rays of the 
chest. 

Thus, while public relations is striving to sell im- 
pressions and ideas, the stuff of which these are made is 
composed of tangibles. And, in this activity—where the 
health of the community is concerned—these impres- 
sions and ideas reach their destination. 

The St. Louis chapter members realize that if this 
public relations activity is to continue it will require 
constant action. That it is a “doing” job, not just a 
“thinking” job. They therefore are continuing this 
activity in school districts in St. Louis where little or no 
medical program or personnel has been provided by 
the Board of Education. 


Summary of the Program 


The following is a summary of the program for patch 
testing school children for tuberculosis which was de- 
veloped as a result of practical experience and numerous 
meetings with various Tuberculosis and Public Health 
authorities in Metropolitan St. Louis. 

The members of the St. Louis chapter: 

1. Co-operate with health departments, the Tuber- 
culosis and Health Society, Public Health Units, super- 
intendents of schools, teachers, Parent-Teacher organi- 
zations, etc., by supplying additional personnel to con- 
duct more complete patch testing programs in the 
school. 

2. Ask members to volunteer for participation in the 
program. 

3. Encourage all M.D.’s and medical societies to par- 
ticipate and to co-operate with them in this effort. 
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4. Co-operate with all individuals and organizations 
that are concerned in the district, in order that a more 
successful program can be carried out. 

5. Assist in education programs, talks, showing of 
films, etc. 

6. Hold private interviews with parents when this is 
deemed necessary by the Welfare Supervisor of the 
school. 

7. Read the patch tests 48 hours after removal. 

8. Check the list of students with teachers, superin- 
tendents, PTA representatives or the Supervisor of 
Welfare, at the invitation of the superintendent of the 
school. 

9. Provide assistance in the “follow-up” of positive 
reactors. 

10. Furnish and sign requisition slips to the positive 
reactors’ family physician or the St. Louis County 
Health Department for further study of their individual 
needs. This would include x-ray examinations. 

11. Assist in promoting other public health and 
public relations activities that are included in the 
school’s program. 

12. Provide all services free of charge. 

13. Give due credit to the school board, as well as to 
everyone concerned in any publicity that may result 
from this activity. 


The Teacher's Role 


The following outline for the teachers and school 
personnel is offered for approval by school district 
authorities, and recommends that: 

1. All teachers be x-rayed. 

2. Since the co-operation of the teachers is vitally 
necessary for a successful program, they must be well 
informed as to the necessity, benefits, and advantages a 
patch testing program provides. 

3. The school authorities and the teachers assist in 
the education program at P.T.A. meetings, and in the 
class room. 

4. Permission slips be distributed and recorded by 
the teachers. 

5. The teachers apply the patch tests. 

6. The teachers assist the doctors in keeping records 
on the positive and negative reactions that are obtained, 
i.e., the doctor would read the result and call it off to 
the teacher who would record same on an outline form. 

7. The follow-up on all positive reactors and their 
contacts be conducted and managed by the Supervisor 
of Welfare of the school district. 


t 


Each fluid ounce contains: 
Dihydrocodeinone Bitartrate 
Warning—May be habit forming. 
Potassium Guaiacol Sulfonate, N.F........ 8 gr. 
Sodium Citrate, U.S.P.................13.2 gr. 
2 gr. 
Prophenpyridamide Maleate 
(10 mg./teasp., 5 cc. Medicinal) 
Chloroform, U.S.P.................. 2 minims 
Methyl Paraben, 0.1% 
Flavor, preservative, sweetening, aroma, vehicle. 
If desired, either ammonium chloride, potassium 
iodide, or ephedrine can be added to Tussar. 


QUIET TONIGHT’s coucH...TODAY! 


New... from The Armour Laboratories! Tussar, a new, modern antitussic. 


Tussar controls even obstinate, hacking coughs symptomatically. Tussar gives mild 


expectorant and exceptional soothing action. 


Why? Because Tussar contains a superior antihistamine, prophenpyridamide 
maleate. This is combined with dihydrocodeinone bitartrate—approximately six 
times as potent as codeine, allowing for lower dosage. Tussar is easy to take be- 


Cause of its pleasant flavor. 


When you prescribe Tussar you will quiet tonight’s cough . . . today ! 


TUSSAR 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + CHICAGO ILI, ILLINOIS 
- wide hependablity 


PHYSIOLOGIC THERAPEUTICS THROUGH RESEARCH 


GP e Volume Vili, Number 4 


hy 
4 
| AS 
4 
| | 
154 


8. The responsibility of the school personnel cease 
when it is established that all positive reactors and their 
contacts have been referred to a doctor or the Health 
Department. 

The program in St. Louis could not be carried out 
without the complete and enthusiastic co-operation of 
the Tuberculosis and Health Society who print the 
report cards, the filing cards for the doctor’s personal 
records, supply the patch tests, and the promotional 
printed matter. Their public relations department has 
done much to advertise this activity by means of news 
releases for the daily newspapers. 

The patch tests are distributed by members of the 
Retail Druggists Association which makes it convenient 
for the general practitioner to obtain his free patch test- 
ing material. More than 10,400 patch tests were sup- 
plied in this manner in one year. 


Results Measured 


The results of this type of public relations effort can 
be measured. The best measurement is not that. em- 
ployed by many officials—a mere count of free “plugs” 
or free “blurbs.” The measurement here is in actual 
cases of tuberculosis that have been uncovered. 

Statistics provided by the St. Louis City Health 
Department and The Tuberculosis and Health Society 
of St. Louis show that 375 new cases of tuberculosis 
were reported in the past year in the City of St. Louis. 
This figure represents 32 more active cases than were 
recorded in the corresponding period last year. In the 
county 150 new cases were reported for the first six 
months of this year as compared with 91 in the cor- 
responding period last year. 

Tuberculosis infection in children is more common 
than is generally believed. Since the vast majority of 
children with tuberculosis infection exhibit no physical 
or x-ray evidence of the disease, the routine patch test 
or intradermal use of old tuberculin solution, or P.P.D. 
is the only way to bring about early diagnosis in most 
instances. 

While there is no way of determining how much the 
General Practitioners’ patch testing program had to do 
with the discovery of the 91 additional cases in Metro- 
politan St. Louis, it can be logically assumed that patch 
testing 7,413 people was a vital factor in diagnosing a 
large percentage of this group. 

It may be confidently expected that within the next 
few years patch testing in the schools will expand enor- 
mously. There is certain to be an increasing number of 
schools that have not previously carried out this type of 
activity that will establish their own diagnostic depart- 
ments. 

Even more important, there will be an increasing 
number of public health minded individuals who will 
regularly approach the solution of their every day prob- 
lems, not only with the help of the results of tubercu- 
losis patch testing but also with the use of this type of 
diagnostic-research technique. 
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ENGINEERIN 
INGENUITY 


UNIVERSAL DIATHERMY 


Utilizes the full power tube output for effective 
heating of large as well as small areas. 


Any treatment technic may be used: 
Contour Applicator (illustrated) 
Air-Spaced Electrodes 
Cuff or Induction Cable 
Minor Electrosurgery 


Stable Frequency (11 meters, 27.12 megacycles) 
maintained by an independent circuit. 


Economical — low cost; low operating expense ; 
traditionally reasonable and reliable Burdick 
service. 


MILTON, WISCONSIN | 
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The ability 


relieve pain 


...1S among the 


ereatest attributes 


of the physician” 


—and by all odds pain is the most common com- 
plaint for which patients consult physicians. 
To give the physician a wider range of attack on 
pain, a new analgesic has been combined with the “intermediate” 


sedative, Butisol, and the widely prescribed sympathomimetic, 


Syndrox, in— 


Algoson 


TRADEMARK 


A Triple Approach to Pain Control 


| 
| : 
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Algoson acts by: 


|: reducing perception of pain—through the new analgesic, acetyl-p-amino- 


phenol (250 mg. per tablet), which acts chiefly on the thalamus. 


). reducing responsiveness to pain—through Butisol® Sodium (7.5 mg. per 


tablet)—“‘intermediate” sedative with mild, prolonged action. 


3 * reducing reaction to pain—through Syndrox® Hydrochloride (1.25 mg. per 
tablet). Syndrox promotes a feeling of well-being, in keeping 
with the dictum that “‘emotionally depressed patients do not 


respond to analgesics as well as euphoric patients.’” 


Algoson —may we send you a clinical supply of this valuable new pre- 
scription product for relief of pain? If so, please let us know. Supplied in bottles of 
100 and 1000 tablets (orange-colored), imprinted ‘McNeil.’ 


1. Hammes, E. M.: Pain Relieving Drugs, The Journal Lancet, 72:67 (Feb.) 1952. 


2. Rehfuss, M. E.; Albrecht, F. K. and Price, A. H.: Practical Therapeutics, Baltimore, Williams & 
Wilkins Company, 1948, p. 128. 


LABORATORIES, INC. 
PHILADELPHIA 32, PA. 


= 


in the new alphabet of penicillin therapy... 


easy-to-give PERMAPEN® aqueous suspension 


BRAND OF DIGENZYLETHYLENEDIAMINE DIPENICILLIN G 
... for intramuscular administration, particularly as a prophylactic 
measure in rheumatic fever, or adjunctively with other penicillin therapy 
. of sensitive infections. Levels lasting as long as 14 days from one 
injection. Supplied in single-dose STERAJECT® disposable cartridges 
containing 600,000 units of DBED penicillin each with sterile foil-wrapped 
needle. For use with your Pfizer Steraject syringe. 


PERMAPEN® FORTIFIED 


BRAND OF DIBENZYLETHYLENEDIAMINE DIPEN'CILLIN G 
aqueous suspension 
... multiplies therapeutic benefits with the combined higher blood 
levels of 300,000 units procaine penicillin and the sustained blood levels 
of 300,000 units DBED penicillin. Supplied in single-dose disposable 
STERAJECT cartridges each with sterile foil-wrapped needle. 


easy-to-take PERMAPEN’ oral suspension 


BRAND OF DIBENZYLETHYLENEDIAMINE DIPENICILLIN G 
... particularly for the treatment of uncomplicated infections due to 
pneumococci, streptococci, staphylococci and gonococcus as well as 
other penicillin-sensitive organisms. Supplied in 2 oz. bottles providing 


300,000 units DBED penicillin in each peach-flavored teaspoonful. 


» PFIZER LABORATORIES, BROOKLYN 6. N. ¥.. 
2er 
- DIVISION, CHAS. PFIZER & CO.. INC. 
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‘Tlotycin’ and the 
sulfapyrimidines 
eombined for gram- 


(ERYTHROMYCIN WITH TRIPLE SULFAS. LILLY) te gram-negative 
mixed infections. 


In botties of 60-ce. 

Each teaspoonful (5 cc.) provides 
100 mg. “Hotycin’ plus 0.5 Gm. 
sulfonamides. 

Aliso: Tablets 
Each tablet contains 50 mg. 
‘Tlotycin’ plas 0.33 Gm. 
sulfonamides. 


Em YTHROMYCIN 


*“DUOTECH’ Milliampere 
Second (MaS) Integrator gives a 
revolutionary concept of accuracy 
in radiographic quality control 
with the fastest possible ana of 
ure. You get radiographs 
of consistent density 
of power line conditions or other 
factors ... and the shorter ex- 
posure time gives sharper detail. 


*The ‘DUOTECH’ Simplified 

Technique reduces the usual 3 
operational steps to 2. The Tech- 

nician makes onl 2 selections: 

MaS and PKV. It’ 's easier 
creator of push-button controls ae and faster, while gv ing complete 
now brings you an important ie protection to the X-ray tube 
advance in X-Ray Technology: 


“a 7) 
DUOTECH” contro 
UNIT* 
with the “DUOTECH” you get 
consistently better results with 
MODERATELY PRICED equipment, 
formerly obtainable only F. Mattern book. 
Mfg. Co. 
with the most expensive! 4635-59 No. Cicero ave. | 


6, 0 Have vour dealer call for | 
appointment | 

| 

| 


F. MATTERN MFG. CO. 


| Name 


send today for free booklet > | . 


City. 
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| for 8 complex protection | 
= || FI Mejalin—ond only Mejalin—supplies all eleven 
ie i fy of the identified B vitomins plus liver and iron - ‘ 


Many of your patients need the complete 
protection of Mejalin: the very young with 
capricious appetites; the old who don’t eat 
properly; the adolescent and the convalescent; 
the prenatal and the postpartum; persons 


| “too busy to eat’’; those on restricted diets, 
; and others whose dietary intake may be 

' inadequate or irregular. 

A Two exceptionally pleasant dosage 


forms assure pt. by patient: 


Each teaspoon of Mejalin Liquid 
and cach Mejalin Capsule supplies: 


Vitamin Bi2 (crystalline). 
d 


Folic aci 


Mejalin Liquid contains panthenol and sol- 
uble liver fraction N. F.; Mejalin Capsules 
contain calcium pantothenate and desic- 
cated liver N. F. 


And B vitamin protection is of course essential 
for persons with impaired utilization or 
synthesis of B vitamins, as in certain 
gastrointestinal disturbances and in oral 
antibiotic therapy. 


MEJALIN LIQUID: bottles of 12 ounces. 


Mejalin 
the broad spectrum 


vitamin B complex supplement 


MEAD JOHNSON & COMPANY 
Evansville 21, indiana, U.S.A. 


Ln ee 1 mo. MEJALIN CAPSULES: bottles of 100 and 500. 
i & Riboflavin. .... 1 mg 
i Niacinamide... 10 mg. 

oo Pyridoxine hydrochloride...... 0.2 mg. 

| Pantothenic acid... 

Choline 
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Liver fraction. .............+.. 300 MQ. 
Iron (from ferrous sulfate).... 7.5 mg. | 
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After clinical study of eight appetite-curbing 


> 

A 

% 
ibe a ““Dexedrine’ is the agent of choice because in most 


preparations, Williams et al. concluded: 


. a of the patients it produces a moderate anorexigenic 


effect, yet the unpleasant effects are mild or absent.”’ 


Annals of Internal Medicine 29:510. 


e Dexedrine* Sulfate Tablets - Elixir - Spansulet capsules 


The standard in weight reduction 


Smith, Kline & French Laboratories, Philadelphia 


* T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, $.K.F. 


Trademark for S.K.F.’s brand of sustained release capsules (patent applied for). 
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How to produce effective bacteriostasis 
in sore throat and post-nasal drip 


InsTILLED INTRANASALLY, “Paredrine’-Sulfathiazole Suspension covers the 
nasopharynx and pharynx; coats infected mucosa with a soothing, bacteriostatic 
blanket. It is not quickly washed away, but clings to the throat for hours— 
insuring prolonged bacteriostasis. The Suspension is particularly effective in 
sore throat when instilled on retiring. Frequently, it produces bacteriostasis 
(and analgesia) all night long. 


Pharynx is inflamed before administration of Pharynx after intranasal instillation 
*Paredrine’-Sulfathiazole Suspension of ‘Paredrine’-Sulfathiazole Suspension 


Paredrine’-Sulfathiazole Suspension 


Vasoconstriction in minutes... bacteriostasis for hours. 


Smith, Kline & French Laboratories, Philadelphia 


#T.M. Reg. U.S. Pat. Off. for hydroxyamph hydrobromide, S.K.F. 


Formula: A suspension of Micraform} sulfathiazole, 5%, in an isotonic aqueous medium with 
‘Paredrine’ Hydrobromide (hydroxyamphetamine hydrobromide, S.K.F.), 1%; preserved with 
ortho-hydroxyphenylmercuric chloride, 1:20,000. tT.M. Reg. U.S. Pat. Off. 
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THE BABY AT BIRTH... 
ALONE OR WITH 
BREAST MILK 


CONSIDER “ULL SOY 


CONTINUE MULL-SOY 
THROUGHOUT THE PERIOD 
OF IMMUNOLOGIC 


Deczema 


MA 


48 HOURS 
ON MULL-SOY 


RATIONAL 
DIAGNOSTIC 


AND MORE OFTEN © 
THAN NOT YOU CAN 
SWITCH TO COW'S 
MILK LATER 
WITHOUT DIFFICULTY! 


EASY TO PRESCRIBE—TO TAKE—TO DIGEST 


MULL-SOY:z. 


ANOREXIA 


“UNHAPPY 
Li THE TIME 


MULL-SOY WILL KEEP MOST 
““MILK-ALLERGIC BABIES" 
SYMPTOM FREE AND WELL 
NOURISHED UNTIL IMMUNOLOGIC 
MATURITY IS ACHIEVED? 


uid 


HYPOALLERGENIC SOY FOOD FOR INFANTS, CHILDREN, AND ADULTS 


An emulsified liquid soy preparation, 
MULL-SOY provides in one hypoallergenic 
source the protein, fat, carbohydrate, and 
minerals essential for infant feeding. 
Palatable, safe, easily digested, and as 


easy to use as evaporated milk, MULL-SOY 
is a logical basic formula for milk- 
sensitive infants. 

Standard dilution is 1:1 with water... 
available in 15'-oz. tins at all pharmacies. 


Professional literature and samples are available on request. 
Prescription Products Division The BORDEN Company, 350 Madison Avenue, New York 17, N.Y. 
1. Glaser, J., and Johnstone, D. E.: Ann. Allergy 10:433, 1952. 


2. Clein, N. W.: Ann. Allergy 9:195, 1951. 
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wherever 
Codeine + APC 
is indicated 


PERCODAN 


TABLETS" FOR PAIN 


Provides faster, longer-lasting, and 
more profound pain relief. Obtainable on 
prescription. Narcotic blank required. 


*Salts of dihydrohydroxycodeinone 
and homatropine, plus APC. 
Literature? Just write to 


ENDO PRODUCTS INC., 
Richmond Hill 18, N.Y. 


pain 


 NON-NARCOTIC 
NON-BARBITURATE 
“NON-ACID 


EACH TABLET CONTAINS 


analgesic 
Acetyl-p-aminophenol 
Salicylamide 


anti-depressant 
Raphetamine (racemic amphetamine 


phosphate, monobasic) 
relaxing 
Metropine® (methy! atropine nitrate) 0.5 mg. 
Supplied in bottles of 100 and 1000 


Average Adult Dese: 
1 te 2 tablets every 3 te 4 hours. 


R. J. STRASENBURGH CO., ROCHESTER, N.Y., U.S.A. 


GP e October, 1953 


RIPPE 
ps | 
y SAF 
RAPID, Pp = 
SIA 
LL T0 LERAT 
RESCRIPTION ONLY 
on Prescription — 
at All Leading 
163 


refreshing 
comfort 

for patients 
with 

cold 
grippe 
flu 


new 


APAMIDE-VES 


TRADEMARK 
(Buffered N-acetyl-p-aminophenol, Ames, 0.3 Gm.) 


delightful 


acts more rapidly effervescin g 


assures fluid intake and Biers ik analgesic- 
elimination antipyretic 
provides protective 


alkaline factor Apamide-Ves 


notably well-tolerated + A fe promptly reduces fever and 

overcomes objections fA) relieves the headache, 

to tablet or capsule myalgia, grippal aches and 

safer control—Kyonly pains, and malaise associated 
with the common cold. 


note: Apamide-Ves offers your arthritic 

and rheumatic patients a pleasant, extremely effective, 
new analgesic. It is especially useful for those 
intolerant to salicylates. 

Average Dosage: Adults—1 or 2 tablets in glass of water 
every four hours; to be taken after tablet dissolves 

and while solution is bubbling. Not to exceed 10 tablets 
in 24 hours. Children over 5—¥ or 1 tablet 

in glass of water every four hours; not to exceed 

4 tablets in 24 hours. 

Availability: Box of 50, individually foil-wrapped tablets. 
Samples and literature upon request. 


AMES 


(a COMPANY, INC. ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 51753 
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7 1 Oil dispersion (x133). Large irregular globu 2 


fail to mix readily with fecal mass. Phenol- small, uniform globules and the phenolphtha- 


phthalein is not evenly distributed to stimulate lein mix readily with the bowel content, produc- 
peristalsis. Action may be sporadic and evacuation ing peristalsis by more uniform lubrication and 
incomplete. stimulation. 


Which Laxative is Better — 


COARSE DISPERSION OR FINE EMULSION? 


Coarse dispersions are unstable, and 
erratic in their effects. Any physician 
can recognize the superiority of the 
fine Agoral emulsion (at right, above) 
compared with an ordinary oil-in- 
water dispersion (left). 

Free-floating oil is distasteful and 
often regurgitated. Large oil globules 
tend to coalesce and form pools in the 
gut, which may seep past the sphinc- 
ter as anal leakage. 

Agreeable to Sensitive Stomach 

The fine emulsion of Agoral is palat- 
able and will not distress a sensitive 
stomach. It assures more uniform dos- 
age and distribution ot the active ingre- 
dients, more uniform clinical results. 

Its thorough admixture with the 


bowel content gives effective, uniform 
lubrication of the fecal mass as well 
as the canal. There is no loose oil to 
cause anal leakage. 

Mixed like Homogenized Milk 


Agoral is emulsified exclusively with 
refined white mineral oil, purified 
white phenolphthalein, agar-gel, trag- 
acanth, acacia, egg-albumen and glyc- 
erin, by a special process similar to 
that used for homogenizing milk. 

For over 30 years medical men have 
obtained results with Agoral with a 
uniformity and precision which are a 
constant source of satisfaction both 
to them and to their patients. 
WARNER -CHILCOTT LABORATORIES 

Division of Warner-Hudnut, Inc., 
New York 11, N. Y. 


Prescribe AG ORAL WARNER 


PLEASANT AND GENTLY EFFECTIVE WITHOUT DISTRESS OR LEAKAGE 


a The fine oil emulsion (x133) of Agoral. The 
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the first intramuscular digitoxin 


DIGITALINE NATIVELLE’ 


INTRAMUSCULAR 
for dependable digitalization and maintenance 


when the oral route is unavailable 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 

is indicated for patients who are 
comatose, nauseated or uncoopera- 
tive, or whose condition precludes the 
use of the oral route. 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 
provides all the unexcelled virtues of 
its parent oral preparation. 

Steady, predictable absorption. 
Equal effectiveness, dose-for-dose 
with oral DIGITALINE NATIVELLE. 
Easy switch-over to oral medication. 


Clinical investigation has shown that DIGITALINE NATIVELLE INTRAMUSCULAR 
is “effective in initiation and maintenance of digitalization. A satisfactory therapeutic 
effect was obtained with minimal local and no undesirable systemic effects.’’* 


DIGITALINE NATIVELLE INTRAMUSCULAR - 1-cc. and 2-cc. ampules, boxes of 6 and 50. Each cc. provides 0.2 mg. 
of the original digitoxin- DIGITALINE NATIVELLE. 


*Strauss, V., Simon, D. L., Iglauer, A., and McGuire, J.: Clinical Studies of Intramuscular Injection of Digitoxin 
(Digitaline Nativelle) in a New Solvent, Am. Heart J. 44:787, 1952. 


Literature and samples available on request. 


VARICK PHARMACAL COMPANY, INC. 
(Division of E. Fougera & Co., Inc.) 
75 Varick Street, New York 13, N.Y. 
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AYERST, McKENNA & HARRISON LIMITED * New York, N. Y.* Montreal, Canada 
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Striking Example 


Drug Complementation... 


This combination of 
Hypotensive Agents 


containing alkaloids from 


auw olfia serpentina ond Veratrum 


Cy 

Be 

W 

a 

AN ORIGINA ARCH PRODE 


The calming, relaxing, and moderate hypotensive 
effect of Rauwiloid (a standardized alkaloidal 
extract from Rauwolfia serpentina), when com- 
bined with the more powerful hypotensive influ- 
ence of Veriloid (a standardized alkaloidal extract 
from Veratrum viride), leads to a unique type of 
drug complementation, The patient’s Veriloid 
requirement is decreased, side effects, if present, 
disappear, and a striking hypotensive response 
is produced. Not only are the diastolic and sys- 
tolic pressures lowered significantly, but at the 


same time, the patient feels better, headache and 
dizziness disappear, and tachycardia, when pres- 
ent, is replaced by mild bradycardia. 

On the basis of this apparent synergism, Rau- 
wiloid+ Veriloid leads to excellent results in mod- 
erate, severe, and resistant hypertension. Each 
tablet contains 1 mg. of Rauwiloid and 3 mg. of 
Veriloid. Average dose, one tablet three or four 
times daily, ideally after meals, at intervals of 
not less than four hours. Available in bottles of 
100, an average month’s supply. 


In Mild and Moderate Hypertension 


alone 


As shown in a recent study,* Rauwiloid admin- 
istered alone produces excellent results in early, 
mild, or labile hypertension. In this condition, 
the blood pressure is significantly reduced, a 
sense of well-being is quickly engendered, and 
mild bradycardia soon replaces tachycardia. 
Toxic reactions do not occur, even when the 
amount of drug administered is three or four 
times the usual dose. Side actions are surprisingly 
rare. Thus Rauwiloid becomes the medication of 
choice in uncomplicated mild and moderate 
hypertension. Initial dose, 4 mg. (2 tablets) once 
daily; maintenance dose, 2 mg. daily. Supplied in 
bottles of 60 tablets, an average month’s supply. 
*Ford, R. V.; Livesay, W. R.; Miller, S. I., and Moyer, J. H.: 


Preliminary Observation of Rauwolfia Therapy of Hyperten- 
sion, M. Rec. & Ann., in press. 


Rauwiloid, an original Riker development, 
represents the alseroxylon alkaloidal fraction of 
Rauwolfia serpentina. Each batch is tested in 
dogs for its ability to produce sedation, drop in 
blood pressure, and bradycardia. Hence pharma- 
cologic uniformity is assured. 


BIBLIOGRAPHY 


Ford, R. V., and Moyer, J. H.: Preliminary Observations of 
Rauwiloid-Hexamethonium Combined Therapy of Hypertension, 
Am. Heart J., in press. 


Wilkins, R. W., and Judson, W. E.: The Use of Rauwolfia Ser- 
pentina in Hypertensive Patients, New England J. Med. 248:48 
(Jan. 8) 1953. 


Wilkins, R. W.; Judson, W. E., and Stanton, J. R.: Preliminary 
Observations on Rauwolfia Serpentina in Hypertensive Patients, 
Proc. New England Cardiovas. Soc., 1951-1952, p. 34. 


Vakil, R. J.: A Clinical Trial of Rauwolfia Serpentina in Essential 
Hypertension, Brit. Heart J. 71:350 (Oct.) 1949. 
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NO MATTER WHAT ELSE 
ARTHRITIS CALLS FOR 


_ with arthritis, neuritis, myositis, gouty arth 
-ritis, or rheumatic fever. It quickly controls 


pain, improves joint mobility; i in — 
ever it leads to prompt remission. i 


ADVANTAGEOUS 
FEATURES: 


Lower dosage, higher ‘salicylate. 
de possible by the presence of PABA. - 


disease and with ACTH and cortisone. 


r tolerated, because acetylsalicylic « 
not prone to hydrolyze in stomach. 


Guards against vitamin C loss. 


ensive salicylate therapy. 


SMITH-DORSEY « Lincoln, Nebraska 
Division THE WANDER COMPANY 


(Dorsey) PREPARATION 


GP ¢ Volume VIII, Number 4 


a 
| 
| 
i 
Regardless of other it > 
= is advantageous in every patient = 
easily swallowed eid 
— 3 or 4 times daily. wi pharmacies are supplied. 
Codeine, each capsule 
containing gr. of co 
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All-important details... 


@ No matter whether he is at home, “lost” in _ that all factors involved are carefully controlled. 
the enjoyment of his hobby, or at his office, No wonder that so many radiologists specify 
absorbed in his profession, the radiologist is | Kodak Blue Brand X-ray Film and Kodak x-ray 
critically concerned with all-important details. | chemicals. Particularly, since film and chemicals 
Knowledge and accuracy must go hand in hand. _are made to work together—to produce uniform 
To be sure of results, he needs to be certain dependable results. 


For superior radiographic results, 
follow this simple rule: ; 
Process in 
Kodak Chemicals 


(LIQUID OR POWDER) 


Use Kodak 
Blue Brand 
X-ray Film. 


MARE 


Ne 

— 
= 
Orde 
r from your x-ray dealer ye 
EASTMAN KODAK COMPANY, Medical Divisi 
’ ical Division, Rochester 4, N. Y. 


Improvement in 113 of 124 Patients* 


* Eye, Ear, Nose and Throat Monthly 32:512 (Sept.) 1953. 


Number 
Diagnosis of patients | Improved 
Chronic catarrhal rhinitis 11 11 
Chronic allergic rhinitis 26 25 
Right maxillary sinusitis 2 1 
Chronic naso-pharyngeal 

catarrh 6 6 
Chronic suppurative 

sinusitis 3 3 
Coryza, Head cold, 

Catarrhal rhinitis 58 51 
Influenza 2 1 
Acute catarrh 4 
Hypertrophic rhinitis 12 12 

TOTAL 124 113 
(91.1%) 
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BROMIDE’ ARE TRADEMARKS OF NEPERA CHEMICAL CO., INC. 


N epera Chemical Co., Inc. Pharmaceutical Manufacturers, Yonkers 2, N. Y. 


The Biomydrin formula 


THONZONIUM BROMIDE 0.05%. Synthe- 
sized in the Nepera laboratories. Exceed- 
ingly potent antibacterial. Greatly 
enhances the antibiotic activity of neo- 
mycin and gramicidin. Reduces surface 
tension, facilitating spreading and pene- 
trating. Mucolytic. 


NEOMYCIN SULFATE 0.1%. Effective 
against gram-positive and gram-negative 
organisms. 

GRAMICIDIN 0.005%. Effective against 
gram-positive organisms. 


PHENYLEPHRINE HCl 0.25%. Widely 
preferred vasoconstrictor. 


THONZYLAMINE HCl 1.0%. Therapeutic 
concentration of this effective antihista- 
minic aids in controlling local allergic 
manifestations. 


e Prompt, prolonged shrinkage of nasal 
mucosa without secondary congestion. 

© pH is 6.2. Isotonic and buffered. 

© Does not interfere with ciliary activity. 

e Spray covers larger area than could be 
reached by drops. 

e Available on prescription only. 


DOSAGE: Adults—2 or 3 sprays in each nostril; 4 or 5 
times a day as needed, or as directed by physician. 
Children—1 or 2 sprays in each nostril; 4 or 5 times a 
day as needed, or as directed by physician, 
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& Burroughs Wellcome & Co. (U.S.A.) Inc., Tuckahoe 7, N. ¥. 
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A NEW MOLECULE 

— SPECIFICALLY FOR 

REFRACTORY URINARY TRACT INFECTIONS 


H,C — C=O 


Discovery of the antimicrobial properties Within recent years we have so designed 


of the nitrofurans provided a novel class of two important antimicrobial nitrofurans for 
chemotherapeutic agents. These compounds topical use: Furacin TT 
possess specific antibacterial activity with low brand of nitrofura- | 
toxicity for human tissues. zone and Furaspor - 

The simplicity and flexibility of this nitro- brand of nitrofur- 
furan nucleus make possible furyl methyl ether. p< oy 
numerous variations of its TT Now we have suc- ° 
chemical and therapeutic ©,N Ue ceeded in chemically tailoring a unique mole- 


characteristics; a remedy may cule, designed specifically for the treatment 
be tailored to fit the disease. of bacterial urinary tract infections: 


NITROFUR 


FURADANTIN 


Brand of nitrofurantoin: 


Products of Eaton Research 
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pyelonephritis 
for cystitis 
pyelitis 


which have proven refractory to 
other antibacterial agents: 


FURADANTIN 


provides definite advantages: 


clinical effectiveness against most of the bacteria of urinary tract in- 
fections, including many strains of Proteus, Aerobacter and Pseudo- 
monas species 


low blood level—bactericidal urinary concentration 
effective in blood, pus and urine—independent of pH 
limited development of bacterial resistance 

rapid sterilization of the urine 

stable 

oral administration 


low incidence of nausea—no abdominal pain—no proctitis or 
pruritus—no crystalluria or hematuria 


non-irritating—no cytotoxicity—no inhibition of phagocytosis 
tailored specifically for urologic use 


Scored tablets of 50 & 100 mg. 
Now available on prescription 
Write for comprehensive literature 


NORWICH, NEW YORK 
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routine... 


for rapid control 
of bleeding 


Because it acts directly on the clotting mech- 
anism, KOAGAMIN — ACTS RAPIDLY — in 
minutes not hours. 


ARRESTS ALL TYPES OF CAPILLARY 
AND VENOUS BLEEDING — (unlike vitamin 
K which is indicated only in relatively infre- 
quent prothrombin deficiencies.) 


IS SAFE—no untoward side effect, including 
thrombosis, has ever been reported. 


Invaluable in everyday practice, KOAGAMIN 

is especially useful in postpartum hemorrhage, 

uterine bleeding, prostatectomy, tonsillec- 

Naiman 0 tomy, epistaxis, oral and nasal surgery, and 

KOAGAMIN, an aqueous solution of oxalic and 


malonic acids for parenteral use, is supplied in 
10-cc. diaph ti d vials. 


rr 


CHATHAM PHARMACEUTICALS, INC. 


Newark 2, New Jersey 
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eeefor antibacterial therapy: 


GANTRICILLIN®300 'Roche.' 


Each tablet provides 300,000 
units of penicillin PLUS 0.5 Gm 
of Gantrisin§ the highly soluble, 


wide-spectrum single sulfonamide. 
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For wide-spectrum, oral 
antibacterial therapy -- 
Gantricillin -300 'Roche'- 
Gantrisin plus penicillin 


in a single tablet. 
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an improved approach to 
ideal hypotensive therapy 


Low toxicity. The only 


hypotensive drug that causes no dangerous reactions, 


and almost no unpleasant ones. 


Slow, smooth action. The hypotensive 

effect is more stable than with other agents. 

Critical adjustment of dosage is unnecessary. Tolerance 
to the hypotensive effect has not been reported. 


Well suited to patients with relatively mild, 
labile hypertension. A valuable adjunct to other agents 


in advanced hypertension. 


Bradycardia and mild sedation increase its value in most 
cases. Symptomatic improvement is usually marked. 


Convenient, safe to prescribe 


The usual starting dose is 2 tablets twice daily. 
If blood pressure does not begin to fall in 7 to 14 
days, and the medication is well tolerated, the 
dose may be safely increased. Should there be a 
complaint of excessive sleepiness, the dose 
should be reduced. Some patients are adequately 
maintained on as little as one tablet per day. 


Supplied in tablets of 50 mg., 
bottles of 100 and 1000. 


SQUIBB 
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Dosage of other agents (veratrum or hydrala- 
zine) used in conjunction with Raudixin must 
be carefully adjusted to the response of the 
patient. If Raudixin is added to another main- 
tenance regimen, the usual dose is applicable, 
and it is often possible to reduce the dose of the 
other agent or agents. 


RAUDIXIN 


SQUIBB RAUWOLFIA SERPENTINA 
Tablets 
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Anytime... 


Anywhere... 


Gratifying Relief 


from Pain, 
Urgency, 


and Frequency 


Whenever distressing 


symptoms occur due to 
cystitis, prostatitis, 


urethritis, or pyelonephritis— 


wherever the patient 
may be— 


Pyripium brings safe, soothing analgesia to the 


irritated urogenital mucosa in a matter of minutes. 


Convenient, orally administered Pyripium is compatible 


with antibiotics or other 


specific therapy. Pp D l U M° 


(Brand of Phenyl idine HCl) 


Pyripium is the registered trade-mark of MERCK & CoO., INC. 
Nepera Chemical Co., Inc. for its brand of 

phenylazo-diamino-pyridine HCl. Manufacturing Chemists 
Merck & Co., Inc. sole distributor in the U. S. : 
RAHWAY, NEW JERSEY 
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new 
Privine /Nebulizer 


convenient 
effective 


Now, at work or play, 
patients with stuffy noses 
can carry the 
new Privine Nebulizer 
in purse or pocket. 
They spray so they 
can breathe comfortably. 
e fine mist penetrates 
the nasal passages 
r relief of nasal congestion— 
nt, prompt, prolonged 
ulizer 
15 cc. of 0.05 per cent solution. 
Same composition and 
therapeutic advantages as 
Privine Nasal Solution 
widely prescribed in 
drop dosage. 


CGiba Summit, New Jersey HYDROCHLORIDE (WAPHAZOLINE@HYOROCHLORIDE CiBA) 
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Mechanism of Fuscetional Disorders 


MECHANISM 


The accompanying dia- 
ram shows the great 
role the nypothalamus 
plays in the initia- 
tion and exchange of 
autonomic impulses. 


Effects of emotion, 
cortical activity, or 
injury pass through to 
produce changes via 


the autonomic nervous 


system. 


Why the para- 


Lyons, R.H., 
New York State J. 


DIAGNOSTIC SYMPTOMS 


Diagnosis require 
sulting from func 
ease. 
tests must pe eva 
emotional status. 


luated in 


Fatigue - headaches - nervousnes 
results of 1ong Standing and 


jon and strain. 


-- are typical 
emotional tens 


Watts, 


Every organ system can 
elicited symptoms are: 


Tachycardia; 
diarrhea; 


rospasm; Angina pectoris; 


s jaentification of sy 
tional disorders as w 


Physical examination 


M.S.M., and Wilbur, D.L.: 


be affected. 


Bradycardia; 
Functional nypoglycemia; 


sympathetic is stimu- 
lated in one instance 
and the sympathetic in 
another is still unde- 


termined. 


and Caliva, FP.S.: 
Med. 50: 1801 (Aug.) 1950 


mptom complexes re- 
ell as organic dis- 
and laboratory 

the light of the patient's 


nistory, 


ustion - insomnia 


s - exha 
unremitting 


J.AM.A. 148: 704 (March) 1952 


Some of the commonly 


ea; Nausea, vomiting, 
Hypertension; Pylo- 
Dysmenorrhea.- 


Amenorrh 


Back pain; 


AUTONOMIC EFERENT SYSTEM 
| 

| 
| au. 
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BASIS OF TREATMENT 


“tt is obvious 


Favata, B.V.: M. Times 81: 54 (Jan.) 1953 


RESULTS OF THERAPY 


Bellergal acts as an autonomic nervous system stabilizer. 
Although the individual components of Bellergal inhibit 
respectively the central nervous system as well as the 


sympathetic and parasympathetic, the effect is that of 


a single unit. 


The following 
Bellergal in 


COMPILATION OF RESULTS IN VARIOUS 
FUNCTIONAL DISORDERS OBTAINED WITH BELLERGAL 


CONDITION 


of Fumelional Disturbances 
with BELLERGAL 


that autonomic 

must be controlled before sympt 
This can be accomplished 
proper drugs associated with ad 


table summarizes the results obtained with 
the treatment of various 


m imbalance 
possible. 
primar 


functional disorders: 


NO-OF |eXcELLENT |G00D FAIR |POOR 


cardiovascular? 
Urinary 
Gastrointestinal 


Interval of migraine 
Menopausal symptoms 


Tuberculosis symptoms 
night sweating, etc. 


Various 
symptoms 


1,3,4,6 52 11 


41 10 9 2 
19 10 1 
52 18 6 


30 


43 39 


133 29 
292 | 38 TT 
38% 4% | 10% 


303 


1028 (Dec.) 1951. 


In addition, effectiveness of 
(although no statistics were given): 


6. Bernstein, A.: Am. Pract. 
7. Favata, B.V.: M. Times 81: 
Psychiat. 108: 779 (april) 1952. 9- Yontef, R.: J. M. Soc. New Jersey 
4B: 462 (Oct.) 1951. 10- Rothlin, E.: Schweiz. mea. Wehnschr. 64: 188, 


1934. 


Sandoz 


PHARMACEUTICALS 


Michigan City, Indiana. 
qT: 294 (aug.) 1952. 3- Wittich, 
) 1952. 4. Hilsinger, R.L.: 
. MacFadyen, B.V.: Am. Pract. 2: 


Bellergal was reported by the following 


& Digest Treat. ks 321 (May) 1953- 


(Jan.) 1953. 8. Cerulli, Am. J. 


DIVISION OF SANDOZ CHEMICAL woRKS. INC. 
NEW YORK 14 CHICAGO 2 SAN FRANCISCO 8 


SANDOZ 


| 
ve 196 | 131 | i 
‘ 
367 
48% 
= 1. Bankoff, M.: Treatment Of Symptom 
2, Kavinoky, N.R.: J. Am. M. Women's 
E. F.W.: Ann. Allergy 10: 620 (Sept.-Oc | 
a oscope 61: 296 (April) 1951. 5 : 


PICKER X-RAY CORPORATION 
25 S$. Broadway, White Plains, NY 
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sealed soft gelatin capsules Chloral Hydra: 


ellows 


inc 


Restful sleep—- without hangov: 
— gr. (0.5 Gm.), bottles of 


For the 
many patients 
resistant to 


ordinary 


weight gaining 
measures 


DEBILITATED 


\ ~~ . | ; 
CRAY 


TRADEMARK 


[ORAL FAT EMUtSI!ION SCHENLE Y] 


| caloric boost 


Just 2 tablespoonfuls q. i. d. (usual 
daily dose) of this exceptionally pal- 
atable, stabilized emulsion provide 
the caloric equivalent of: 


12 pats of butter, or 
1 dozen Parker House rolls, or 
6 servings of macaroni and 
cheese, or 
8 boiled eggs, or 
6 baked potatoes, or 
9% slices of bread 


without gastric burden 


The unusually small particle size of EDIOL* 
(average, | micron) favors ease of digestion, 
rapid assimilation. Prepared from vegetable 
oil (50%) and sucrose (12% %), EDIOL can 
be taken by tasty spoonfuls; in milk or fruit 
juices; on fruits, puddings, or desserts. 


At all pharmacies, in bottles of 16 fl. oz. For 
children, or where fat tolerance may be a 
problem, small initial doses may be pre- 
scribed and gradually increased to level of 
individual tolerance. 


SCHENLEY LABORATORIES, INC. 


*Trademark of Schenley Laboratories, Inc. 
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MICROWAVE RADAR DIATHERMY 


GS shining example of 


Over fifteen thousand Raytheon Microtherms 
are now in use in modern clinics, hospitals and 
doctors’ offices throughout the nation. 

This is a logical outcome of the pioneering and 
leadership in the field of electronic development 
and application that has made Raytheon one of 
the biggest names in this fast growing young 
giant of American industry. 

Raytheon Microtherm Microwave Radar Dia- 
thermy is an ultra modern means of precision 


Excellence tn Elechrontcs 


heat therapy. 

Operating at 2450 megacycles it is far above 
the 920 megacycle television range, avoiding the 
TV interference problem. 

Microtherm provides high clinical efficiency — 
penetrating energy for deep heating — dosage 
may be precisely controlled over large or small 
areas — nothing touches the body, no danger of 
shocks or arcs — safe, rapid, easy to apply and 
to duplicate treatments. 


Ask your dealer for a demonstration and ask us to mail you the latest clinical reports on Radar Microwave Diathermy. 
You can buy Raytheon Microtherm with confidence eS APPROVED BY THE F.C... 


Wy. 


CERTIFICATE NO. D-477 


RAYTHEON MANUFACTURING COMPANY 


POWER TUBE DIVISION © WALTHAM 54, MASS. 


e 
we 
ae 
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The Power Tube Building ee 


Therapeutic 
Blood Levels 


Each Cardalin tablet contains: 
Aminophylline....... 5.0 gr. 
Aluminum Hydroxide. .2.5 gr. 
Ethyl Aminobenzoate 0.5 gr. 
Supplied: Bottles of 100, 500, 
1000. Also available, Carda- 
lin-Phen containing %4 gr. 
phenobarbital per tablet. 


Improved 
Respiratory 
Function 


NOW, THE FULL THERAPEUTIC 
BENEFITS OF AMINOPHYLLINE 


... ORALLY 


The therapeutic aminophylline blood levels 
required in brénchial asthma are now ob- 
tained with safety and simplicity with 
Cardalin tablets providing 5 grains of 
protected-aminophylline per tablet—the 
highest concentration supplied for oral 
administration. Two protective factors min- 
imize gastric irritation. 

Cardalin tablets permit institution and 
maintenance of effective oral aminophyl- 
line therapy also in cardiac conditions 


and in edematous states. 


Cardalin 


PATENT PENDING 


IRWIN, NEISLER & COMPANY pecarur, 
Kesearch le Sewe Yow Practice 
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DIVISION OF MERCK & CO., inc. 
Philedelphia |, Pennsylvania 


4, 


Stop those sneak raids with 


MELOZETS’ 


METHYLCELLULOSE WAFERS* 


Constant nibbling from morning until midnight adds calories 
by thousands—the most common cause for overweight. You can 
help these patients lose weight when you suggest that, instead 
of a snack, they eat ‘MELOZETS.” 

A most important value of ‘MELOZETS’ is that they are a 
“drugless” help to any reducing regimen. 

*“MELOzETs’ look and taste like graham crackers; each con- 
tains 1.5 Gm. of methylcellulose. Eating ‘MELOZETS’ gives a 
sense of satisfying fullness, which blunts the appetite. Yet each 
wafer supplies only about 30 calories. 


EASY TO EAT: A wafer with a full glass of water, fruit juice 
or skim milk, between meals or one-half hour before meals. 


SUPPLIED: By pharmacists in 44 lb. boxes of about 25 wafers. 


FREE DIET SHEETS 


“= __| For a pad of sheets, each with 42 differ- 
ent ‘MELozeETs’ reducing menus, and a 
sample of ‘MELOZETs,’ drop a note on 
your prescription blank to Professional 
“| Service Dept., Sharp & Dohme, West 
| Point, Pennsylvania. 


‘MELOZETS 


* Patent applied for 


¥ 
ts 
: 
4 
: 
< 
aot 


Occasionally a patient may ask, “Why is FELSOL in powder form?” 


For good reason FELSOL has steadily maintained a powder form dosage, 
despite the current demand for tablets and capsules. 


Recent studies* emphasize why there is more pharmaceutical sense than 
meets the eye in powder form medication .. .a simple, physical fact so obvious 
that its significance sometimes escapes the casual observer. The principle 
demonstrated is simply this: in any given medicine, the smaller the particle 
size, the greater the rate of absorption because of increased surface area. 
Having a larger surface area, medicinal ingredients in powder form display 
higher solution rates and more effective activity. 


Since prompt action is of the essence in symptomatic treatment of ASTHMA, 
HAY FEVER, and other bronchial allergic disease states, FELSOL in finely 
ground powder form insures quick and complete absorption. 

Gratifying relief from distressing respiratory and related symptoms thus 
comes swiftly and surely. 


This is the reason for FELSOL powders. 


*J. VV. SWINTOSKY, S. RIEGELMAN, 
T HIGUCHI, AND L. W. BUSSE, 
JOURNAL OF THE AMERICAN 
PHARMACEUTICAL ASSOC. 38.6: 
308-13, JUNE, 1949. 


Fut 


Each powder weighs 1 gm. and contains: 
Antipyrine — 0.869 Gm. 
lodopyrine 
Citrated Caffeine ——0.100 ” 


Professional samples and literature gladly sent upon request. 
AMERICAN FELSOL COMPANY © LORAIN, OHIO 
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PROGYNON-B 


The menopausal patient with severe estrogen deficiency 

symptoms — the so-called “difficult case” — requires large 

doses of the natural hormone, estradiol, for ameliora- 

tion of symptoms. Procynon-B® (Estradiol Benzoate 

U.S.P.) supplies the primary ovarian hormone in 

high potency for speedy relief. Injected intra- 

muscularly, it initiates dramatic improvement 

rapidly and converts the difficult case to an 

easy one. Concentrations as high as 3.33 

mg. per cubic centimeter (200,000 ars 
I.U.) are available for treatment of CORPOR aniondy 


” 
these so-called “difficult cases. naw 


In Canada: SCHERING CORPORATION, LTD., MONTREAL 
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Each gram contains 5 mg. neo- 
mycin sulfate (equivalent to 3.5 
mg. neomycin base). 


Available: Ointment in % oz. 
and 1 oz. tubes, and 4 oz. jars. 
Cream in )% oz. tubes. 


The Upjohn Company, Kalamazoo, Michigan 


mixed 


surface 


infections... 


Trademark 


U.S. Pat. Off. 
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After Office 
Hours with 


Medical 
Detective 


The Case of the Man 


ALLERGIC TO HIS WIFE 


OW I’ve seen everything! Today I saw a 
man allergic to his wife! Before this tale 
gets out of hand, let me explain. 

For the past three months I’ve been fencing with 
one of those imponderable allergies. Here’s the 
case history: Male, 32, well nourished, well in- 
tegrated emotionally and intellectually. Good job, 
happy in his work. Good habits. Plenty of rest and 
adequate exercise. From the patient’s description 
of his circumstances and conditions at home, at 
work, and at play, there seemed to be no extrinsic 
reason why he should be affected by a chronic 
vasomotor rhinitis. Yet he claimed to have a peren- 
nial cold, nose always stuffed up, eyes always wa- 
tering, and said he used three to four handker- 
chiefs a day. 

I was in the process of making scratch tests— 
literally hundreds of them, when, as mysteriously 
as it came, the condition cleared up. Upon ques- 
tioning the patient about changes in his living or 
working habits, he said, “No change, except my 
wife’s gone to visit her folks for a couple of weeks, 


so I’ve been shifting for myself since last Friday.” 

This was the statement that led to the resolving 
clue. When his wife left town, his allergy flew out 
the window. This could only suggest that the 
allergy was caused by something used by the wife. 
The rest was easy. 

It seems that the wife was simply mad about 
perfumes, a not uncommon feminine hobby. Her 
devoted husband catered to her fancy, and con- 
stantly brought her bottles of the latest scents. I 
asked him to bring in to the office several bottles 
of the perfumes used by the wife. I asked him to 
smell them, and just a few whiffs from the bottles 
brought on his allergic symptoms. 


Allergy to floral odors and essential oils is not 
limited to the person who used perfumed cos- 
metics. The case reported here, adapted from an 
actual case history, reveals how, accidentally, 
much time and testing was eliminated in dis- 
covering the cause of chronic vasomotor rhinitis. 
Because perfumes are often potent sensitizers— 
even for the persons who do not use them —much 
time and testing can be saved if scented cos- 
metics are removed from the environment. 


When the patient’s wife returned, I explained 
her husband’s allergy, and she was happy to give 
up her perfume hobby. For her cosmetics, I 
recommended AR-EX Unscented Cosmetics. These 
are actually fine cosmetics made without per- 
fumes or essential oils. The make-up shades are 
quite fashionable, and the wife was completely 
happy in their use. 

I have since wondered how many baffling aller- 
gies go unsolved when, all the time, the explana- 
tion is so simple—perfumes and scented cosmetics. 
And how dramatic is the relief when AR-EX Un- 


scented Cosmetics are prescribed. 


@ THE MEDICAL DETECTIVE 


In CHRONIC VASOMOTOR RHINITIS 
Caused by Perfumes 


AR-EX Unscented Cosmetics eliminate a whole field 


Prescribe 
of respiratory sensitizers from floral odors and UNSCENTED 


essential oils. In fashion-fresh shades. Beautifully 
packaged. Send for literature. COSMETICS 


AR-EX COSMETICS, INC., 1036 W. VAN BUREN ST., CHICAGO 7, ILL. 
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LIPOTRIAD presents unusually potent lipotropic and 
oxytropic principles to combat degenerative diseases 
caused by or associated with faulfy fat metabolism 
and to offer nutritional support in such conditions. 


Prescribe LIPOTRIAD (Smith) 


1. In cirrhosis of the liver—to help 
return the liver to a measure of 
normal activity. 


2. in diabetes—to ameliorate ar- 
teriosclerotic damage of the 
pancreas. 


3. In kidney disease—to help 
reverse early arteriosclerotic 
changes. 

4. In the geriatric patient—as a 
nutritional corrective. 

5. In atherosclerosis and arterio- 
sclerosis — as an aid in preventing 
further arterial damage. 


Composition: LIPOTRIAD (Smith) is a 
potent, non-toxic, comprehensive mix- 
ture of choline, di-methionine, inosi- 
tol, vitamin and other B-complex 
vit It contains no alcohol or 
sugar, and therefore can be pre- 
scribed ad lib. to diabetics. 


Available as a palatable, red-colored 
liquid or as pink capsules. 


Dosage: 5 cc. or 3 capsules, three 
times daily after meals. 


For complete information about 
LIPOTRIAD (Smith) drop a note 
on your prescription blank to 


CARROLL DUNHAM SMITH PHARMACAL COMPANY 


New Brunswick, New Jersey 
Established 1844 
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You wouldn't 
prescribe 10 loaves 
of bread a day! 


Yet, that’s about how many 
loaves of bread are required to equal the 100 mg. 
nicotinic acid content of a single 
capsule of “Beminal" Forte with Vitamin C. 
Also containing therapeutic 
amounts of other essential B complex 
factors and ascorbic acid, this 
preparation is particularly 
suitable for use pre- and post- 
operatively, and whenever high 
B and C vitamin levels are indicated. 


No. 817—Each capsule contains: 

Thiamine HCI (B,) ........ 25.0 mg. 
Riboflavin (B,) ........... 125 mg 
Nicotinamide ............ 100.0 mg. 
Pyridoxine HCI (B,)....... 1.0 mg. 
Calc. pantcthenate........ 10.0 mg. 
Vitamin C (ascorbic acid) . . . 100.0 mg. 

Supplied in botties of 100 and 1,000. 
Suggested dosage: One to 3 capsules daily or more. 


Ayerst, McKenna & Harrison Limited, New York, N. Y. - Montreal, Canada 


GP e October, 1953 


| 
| 
| 
| 
A 
195 
‘ 


CLINICAL EVALUATION 
FREQUENTLY FAVORS 


BUTAZOLIDIN® 


(brand of phenylbutazone) 


In antiarthritic potency, BUTAZOLIDIN can be compared only with gold, 
ACTH and cortisone. In making a choice between these agents, the specific 
advantages of BUTAZOLIDIN merit consideration: 


m Simple oral administration 
m Potent and prompt antiarthritic effect 
mw Broad spectrum of action embracing many forms of arthritis 
mw No development of tolerance requiring progressively increasing dosage 
m No disturbance of normal hormonal balance 


w Moderate in cost 


As with any agent so potent as BUTAZOLIDIN, optimal therapeutic results 
with minimal risk of side reactions can only be obtained by clinical man- 
agement based on careful selection of patients, proper regulation of dos- 
age, and regular observation of each patient. 


Detailed Literature on Request. 


Butazouipin® (brand of phenylbutazone) Tablets of 100 mg. 


e Division of Geigy Company, Inc. 


GEIGY PHARMACEUTICALS QJB§QN) 220 church Street, New York 13, N.Y. 
In Canada: Geigy (Canada) Limited, Montreal 
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This Viso-Cardiette technician is reading 
her latest copy of the bi-monthly Sanborn 


Technical Bulletin, popular publication 
which is a continuous and free-of-charge 
part of our Service-to-Owners picture. 

In each issue she finds helpful hints and 
reminders on Viso (and Metabulator) main- 
tenance and operating procedure, trouble- 
shooting articles, ideas and _ techniques 
developed by other technicians, information 
on accessories, and the like — all prepared 
and edited by an experienced staff for the 
sole purpose of helping her do a better job. 

The doctor, too, finds much of interest in 
the Bulletin — such as results of Bulletin 
surveys to determine the most commonly 
used leads and which data spaces are most 
wanted on mounting cards, notices of post- 
graduate courses and textbooks, nomencla- 
ture and derivation of present-day leads, 
news of new equipment, and many clinically 
helpful articles. 


And, the framed certificate proudly dis- 
played in the scene above indicates that this 
technician has also seen her name in the 
Bulletin as a “‘graduate” of the Sanborn 
Electrocardiograph Service Course which 
she chose to take, by correspondence and at 
a nominal cost, for the information and 
understanding in operating technique it 
provides beyond the carefully-prepared 
Instruction Manual. 

These EXCLUSIVE Service Helps are avail- 
able ONLY to users of SANBORN electro- 
cardiographs and metabolism testers. And both 
the Bulletin and the Service Course are only 
part of the many benefits received by 
Sanborn owners. 


SANBORN ..,.... 
COMPANY 


GP ¢ Volume Vill, Number 4 


~ 
Ann Ghompsoa | 
> 
| 
| 
3 
5 
f om 
| 


_de gustibus 


By direct wy to the ae DIASAL enlists the willing cooperation 
of patients on low-sodium diets. Its exceptionally high 
taste-equivalence to table salt is matched by close resemblance 

in other properties! — DIASAL looks, pours and otherwise 

behaves like sodium chloride at the table and in the kitchen. 

. Containing chiefly potassium chloride (plus glutamic acid 

and inert excipients), DIASAL is free from sodium, lithium and ammonium. 
“It is accordingly safe to prescribe for prolonged and 

liberal use. DIASAL also serves as a prophylactic against the 
potassium depletion which may accompany low-sodium dieting.? 


DIASAL 
seasons food like salt safely 


packaging: availabléin 2-oz. shakers and 8-o0z. bottles. 


Samples and low-sodium-diet sheets for your patients available on request to Professional Service Department. 


= FOUGERA == E. FOUGERA & COMPANY, INC. 
75 VARICK STREET. NEW YORK 13, N.Y. 


1. Rimmerman, A. B., and others: A cae Study of Sodium-free Salt Substitutes, 
Am. Pract. & Digest Treat. 2: 168, 195 


2. Fremont, R. E., and others: are ng Med. 10:216, 1951. 
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N TONIC. 
of wide application 


Provides the multiple requirements for effective treatment of 
nonspecific asthenia. 

The combined therapy is designed to increase appetite and 
improve the blood picture. Better digestion and improved anabolism 
are part of the corrective process. 


Livitamin is designed to treat the entire syndrome 


[MaSSengill] tennessee TRON 
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A. H. ROBINS CO., INC. 


INDEPENDENT SURVEYS CONSISTENTLY SHOW DONNATAL TO BE THE MOST FREQUENTLY 
PRESCRIBED OF ALL ANTISPASMODICS. THERE MUST BE A REASON! EACH DONNATAL 
TABLET, CAPSULE, OR 5 CC. OF ELIXIR CONTAINS: HYOSCYAMINE SULFATE 0.1037 MG.., 
ATROPINE SULFATE 0.0194 MG., HYOSCINE HYDROBROMIDE 0.0065 MG., PHENOBARBI- 
TAL (% GR.) 16.2 MG. DONNATAL PLUS—SAME FORMULA, PLUS ESSENTIAL B-VITAMINS. 
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rough the pharmacodynamic 
synergism of selected analgesics, 
~—providing full codeine analg 
PHENACETIN 


194 mg. 
(3 gr.) 


Phenaphen’ 
CODEINE § with Codeine 


PHOSPHATE 
16.2 or 32.4 mg. 
or gr.) 


HYOSCYAMINE 
SULFATE 
0.031 mg. PHENA 

(1/2000 gr.) 
: (PHENAPHEN No. 2) 
PHENAPHEN with CODEINE 

PHOSPHATE Gr. 
(PHENAPHEN No. 3) 


¥ 


” 


pacifier’ 


in Mephate ‘Robins’, the clinical usefulness 
of mephenesin per os has been significantly 
heightened by the inclusion of glutamic acid 
hydrochloride, which improves absorption and 
enhances effectiveness for many patients otherwise 
unresponsive.* Provides.a relaxant effect on skeletal 
muscle spasm; an ameliorating effect on tremor; 
and a relief of anxiety without dimming conscioysness, 
Particularly helpful in abnormal neuro-muscular 
conditions such as rheumatic disorders, disc syndromes 
and cerebral palsy; alcoholism, anxiety tension states 
and psychiatric states. 
In each Mephate Capsule, 0.25 Gm. mephenesin — 
with 0.30 Gm. glutamic acid hydrochloride. 
Adult dosage starts at 2 capsules 3 or 4 times a day, 
preferably with food or liquids. 

*Hermann, t, F., and 


Smith, R. T.: Jt.- 
Lancet 71:271 


ROBINS CO., INC. RICHMOND 20, VA. 


Lhe of GCenerad Practice 


(QO THE Ma&R AWARD (Q) ) 


PRESENTED BY THE M & R LABORATORIES 


lhe mest deren lifer articles 


fllistied lhe Your 


TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 
WILL BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 
BY A SPECIAL AWARDS COMMITTEE 
APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE: OFFICERS OF THE ACADEMY, DIRECTORS, AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 
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Taste Toppers e « « that’s what physicians and 

patients alike call these two 

for all ages favorite dosage forms of 
Terramycin because of their 
unsurpassed good taste. 
They’re nonalcoholic — a treat 
for patients of all ages, 
with their pleasant raspberry 
taste. And they’re often the 
dosage forms of first choice 
for infants, children and 
adults of all ages. 


‘Terramycirm 


BRAND OF OXYTETRACYCLINE 


Pediatric Drops 


Each cc. contains 100 mg. of pure 


May be administered directly or mixed 


with nonacidulated foods and 


crystalline Terramycin. Supplied in 
7 / 10 cc. bottles with special dropper 
calibrated at 25 mg. and 50 mg. 


liquids. Economical 1.0 gram size 
often provides the total dose required 
for treatment of infections of average 


severity in infants. 


Supplied: Bottles of 1.0 Gm. 


Oral SUSPENSION (revered) 


Each 5 cc. teaspoonful contains 250 mg. 
of pure crystalline Terramycin. Effective 
against gram-positive and gram-negative 
bacteria, including the important 
coli-aerogenes group, rickettsiae, 


certain large viruses and protozoa. 
Supplied: Bottles of 1.5 Gm. 


Pfizer) PFIZER LaBorarories, Brooklyn 6, N. Y., Division. Chas. Pfizer & Co., Inc. 
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only gives him 
this four way 


— Merre 
atropine 


‘The Wm. S. Merrell Company.. . Pioneer in Medicine 
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Compare the four way action of Kolanty! eS 
with your prescriptio’ for peptic ulcert- 
2 antipertic 
3 
4 3 
Demulcent | 
*«Benty! distinctive antispasmodic that js more effective than 


™ relief of 


peptic ulcer 


controls four important 
etiologic factors 


Every ulcer patient you 

see wants RELIEF—prompt relief. 
Only Kolantyl*provides these 
four therapeutic approaches to 
peptic ulcer: antacid, 

antipeptic, antispasmodic and 
antilysozyme-demulcent. 


Your Kolantyl] prescription 
represents one of the most complete 
peptic ulcer preparations 

available today. Give your next 
ulcer patient economical 

four way relief... prescribe 
good-tasting Kolantyl. 


for 125 Years 


CINCINNATI 
St. Thomas, Ontario 


Appearance of active duodenal ulcer 
after 12 weeks ambulatory treatment 
with diet and Kolantyl, marked clini- 
cal improvement.! 

Prescribe Kolantyl for 
Prompt Relief of peptic ulcer, 
gastritis, hyperacidity. 

action: 

Antacid (magnesium oxide, alu- 
minum hydroxide) for almost 
immediate, prolonged neutral- 
ization of acid without rebound. 
Antipeptic (sodium laury] sul- 
fate) inhibits necrotic action of 
pepsin and lysozyme. 
Antispasmodic (Bentyl) re- 
lieves painful spasm comfort- 
ably; superior to atropine.” 
Demulcent (methylcellulose) 
provides a protective coating 
of the ulcerated area. 
composition: 

Each tablet or 10 cc. Kolantyl Gel 
contains: 


Bentyl Hydrochloride. ..... 5 mg. 
Aluminum Hydroxide Gel . . . 400 mg. 
Magnesium Oxide........ 200 mg. 
Sodium Lauryl Sulfate... .. 25 mg. 
Methylcellulose......... 100 mg. 
dosage: 


Prescribe two to four teaspoon- 
fuls Kolantyl Gel or two tab- 
lets (chewed for more rapid 
action) every 3 hours, or as 
needed for relief. 


Gel supplied in 12 oz. bottles — 
Tablets in bottles of 100 and 
1000. 


1. WMUPFORD, A. R.: MICH. STATE MED. SOC. 49:1308, 1950. 
2. MCHARDY, G. AND BROWNE, ©.: SOU. MED. J. 45:1139, 1952. 


KOLANTYL® “BENTYL’ T. ™. 
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FOR SPRAINS, 
STRAINS AND 
MUSCLE SPASM 


a new, powerful unction 


‘Rubiguent’ supersedes all surface applications 
for relief of pain by the use of the potent new 
penetrative agent, methyl nicotinate, in conjunc- 
tion with the powerful vasodilator, histamine. 
Methyl nicotinate opens the way for the histamine 
to penetrate tissues rapidly. There it promotes 
prolonged, pain-relieving hyperemia, comforting 
analgesia and soothing warmth. 


...for symptomatic relief of muscular aches, 
pains and stiffness associated with fatigue, over- 
exertion, muscle strains, fibrositis, arthritis, neu- 
ritis, sprains . . . during physical rehabilitation 
following immobilization for fractures; to calm 
the symptoms in bronchitis and other respiratory 
disorders. A non-greasy, cosmetically pleasing 
cream, requiring only gentle surface friction for 
application. 


® 
Philadelphia 2, Pa. 


*Trademark of related company 
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LETTER S—Continued from page 25 


Deductible Insurance Gets the Nod 


Dear Sir: 

In your excellent editorial, ‘Is Deductible Insurance the 
Answer?” published in the April GP, you write: “Our 
thought is that if only 1,200,000 families owe more than 
$200 for sickness, the most practical plan would be the de- 
ductible type—with the insured to pay the first $200.” 

May I remind you that such insurance is available (see 
‘Disaster’ Insurance—A New Advance—” GP, March 
1952, Page 97). The buyer has a choice of paying the first 
$100, or $300, or $500. The larger the deductible amount 
selected, the cheaper the premium. 

Rateicu E. Ross 
Oak Park, Illinois 


But yes—and this month an announcement is being made 
of a deductible policy especially designed for Academy members. 
For $85 a year an Academy member, under 51, can obtain $5,000 
coverage for himself and entire family with a $500 deductible 
clause.—PuBLISHER 


Plans To Do Residency 


Dear Sir: 

lam a medical student at the Medical College of Alabama 
and am planning to enter general practice as soon as I finish. 
In order that I may become a good physician, I think that I 
should do a residency in general practice but I cannot find 
any information concerning the residency. Could you refer 
me to some source of information or send me information 
about the length of service and contents of the residency. 

May I say that your journal is the answer to a busy stu- 
dent’s prayer. Your articles are concise, informative, and 
eliminate having to read dozens of articles to learn the latest 
concepts in medicine. 


H. P. BentTLey, Jr. 
Birmingham, Alabama 


Information on the Academy’s policies and recommendations 
on general practice residencies and a list of approved residen- 
cies published by the A.M.A.’s Council on Medical Education 
and Hospitals have been sent to student Bentley. We are happy 
that GP fulfills the needs of medical students as well as those 
who are already in practice.—PUBLISHER 


Need Balance of Power 


Dear Sir: 

I have been asked by our committee to get in touch with 
you so that we may subscribe to your journal for the hospital 
staff library. 

Under the new constitution with which we recently have 
been saddled, a dichotomy has been produced in which the 
general practitioner is forced to limit his field of interest. We 
want your journal so as to preserve the older and broader 
viewpoint. There are several members of the A.A.G.P. on 
our staff. 

Paut J. Kopscu, M.D. 
Chairman, Library Committee 
St. Joseph Hospital 
Lorain, Ohio 
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PELVIC 
TRACTION BELT 


Useful in treatment of slipped discs, sprains or 
minor fractures of vertebral processes. Con- 
structed of substantial duck, lined with 
canton flannel. Adjustable straps. Sizes 24 
to 48 hip measure. Spreader bar available. 
Send for full information. 


Manufactured by 


DEPT. AB, WARSAW, IND. 


MANUFACTURING COMPANY 


Carefree living enhanced by... large, 18.9) 
beach, cabana club . . . dining room and.°¢ 


cocktail lounge. 


European Plan. 
SELECTED CLIENTELE 


G. S. PICKARD = 
Managing-Director 
Write 
for 


On the Ocean 
at 43rd Street 


ZIMMER 
ie down by 
© seashore 
Pas 
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/ od 
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207 


Sobel, A.E., and 


A.A: A.M.A. Am. J. Dis. 
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bsorpt 


yvitam 


in A 135 to 2% 
mes better absorbed 
from VIFORT than from 
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ti 


CAPSULES 
aqueous polyvitamin in small particle size 


VIFORT for maximum po 
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for all patients 
who require 


ultraviolet radiation 


Whenever a patient—infant, child or adult 
—requires ultraviolet therapeutic treatment, 
hysicians recognize the value of the Hanovia 
Scondipiees Model Ultraviolet Quartz Lamp. 
Designed specifically to enable the patient 
confined to his home to receive ultraviolet 
exposure under the physician’s supervision, 
the lamp delivers the most effective emission 
lines, those in the 2800-3000 Angstrom region. 
For increasing a child’s absorption and chase this lamp from surgical supply houses, 
utilization of calcium, iron and phosphorus _and on convenient terms if required. 
or for my rehabilitation of adults, the Write for descriptive literature. Hanovia 
Hanovia Prescription Model Lamp has been Chemical & Mfg. Co., Dept. GP-1053, 
found most effective. Your patients can pur- Newark 5, N. J. 


1924 WORLD'S LARGEST PRODUCER OF ULTRAVIOLET EQUIPMENT 
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For prevention of surface infections m SEVERE BURNS: 


FURACIN 


BRAND OF NITROFURAZONE N.N.R. 


A bactericide in stable, nontoxic dosage forms: 


FURACIN SOLUBLE DRESSING 


An elderly man had suffered severe burns 16 days previously. 
Fine mesh gauze impregnated with Furacin Soluble Dressing 
was applied and covered with wet pressure dressings (Fig. 1). 

Following debridement, extensive skin grafting was per- 
formed several weeks later. The excellent results obtained 
are shown above, 6 months afterwards (Fig. 2). 

In treating severe burns, gauze impregnated with Furacin 
Soluble Dressing may be used with the occlusive dressing 
technic or Furacin Solution by spray for the exposure 
technic. These have proven highly effective in controlling 
the surface infection which can delay healing or grafting 
of severe burns. 


FUBACIN 
SOLUBLE DRESSING 


FURACIN SOLUTION 


Some advantages of Furacin: 

* wide antibacterial spectrum 

* designed for external use only 

* negligible toxicity for human 
tissues 


Formulae: Contain Furacin 0.2% in 
water-miscible vehicles which dis- 
solve in exudates. 


Literature on request 
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FURACIN SOLUBLE DRESSING © FURACIN SOLUTION * FURACIN ANHYDROUS EAR SOLUTION 


GP © Volume VIII, Number 4 


‘ 
3 
SOLUTION “ : 
‘= 
= 
210 


TABLET 


NEOHYDRIN' 


BRAND OF CHLORMERODRIN 


NORMAL OUTPUT OF SODIUM AND WATER 


PRESCRIBE NEOHYDRIN whenever there is retention 

of sodium and water except in acute nephritis 

and intractable oliguric states. You can balance 

the output of salt and water against a more 
physiologic intake by individualizing dosage. From one 
to six tablets a day, as needed. 


PRESCRIBE NEOHYDRIN in bottles of 50 tablets. 
There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea 
in each tablet. 


CO ership tr yescarch 
LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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on every 
count 


Tops in taste 


Pleasant . . . no disagreeable aftertaste. 
Readily accepted without coaxing. 


Potency-guarding stability 


No refrigeration required—ever. Can be 
safely autoclaved with the formula. 


Instant miscibility 


Blends instantly into the formula, fruit juice 
or water . . . mixes readily with cereals, 
puddings, strained fruits. 


Time-saving convenience 
No mixing needed because it is ready to 


use... light, clear, nonsticky ... can be 
accurately measured, easily given. 


Each 0.6 cc. of Poly-Vi-Sol supplies: 


Vitamin A 5000 units 
Vitamin D 1000 units 
Ascorbic acid 50 mg. : 
Thiamine 1 mo. 


15 and 50 cc. bottles 


acceptance, convenience and stability. 


e e When a supplement containing just 
vitamins A, D and C is desired, specify 
ri= oO Tri-Vi-Soil . . . also superior in patient 


MEAD JOHNSON & COMPANY 
Evansville 21, indiana, U.S.A. 
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